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Foreword 
In recent years there has been increasing recognition of mental ill health as a major 
public health issue. Mental health is now regarded as one of the four most significant 
causes of ill health and disability in Northern Ireland along with cardiovascular 
disease, respiratory disease, and cancer.
1
 It is estimated that one in five people in 
Northern Ireland have a mental health problem at any one time.
2
 Northern Ireland 
has been noted to have higher levels of poor mental health than anywhere else in the 
United Kingdom or Ireland; for example, the prevalence of mental health problems 
is 25% higher in Northern Ireland compared with England.
3
 This statistic has been 
attributed, in part, to higher levels of unemployment and social deprivation and the 
legacy of the conflict in Northern Ireland. The current economic recession has also 
impacted significantly on the mental health of the population of Northern Ireland 
creating an additional source of emotional distress for individuals and families.  
The ‗Bamford Review‘ aimed to address Northern Ireland‘s wide range of mental 
health needs and for many signalled a new era for the provision of services. 
However, since its publication in 2007, there has been very limited research on the 
impact of policy, the costs involved, and service users‘ experiences of services. Also, 
there has been little study of mental health professionals‘ perspectives on the 
effectiveness of the services they provide. Action Mental Health was delighted to 
commission an Evaluation Team from Queen‘s University Belfast, led by Dr George 
Wilson, to conduct this study, which was designed to fill gaps in our knowledge and 
illuminate the challenges and opportunities for developing services. We hope that 
this report will make a useful contribution to the future development of mental health 
services in Northern Ireland.  
David Babington, Chief Executive Officer (CEO), Action Mental Health 
                                                 
1
Department of Health, Social Services and Public Safety (2011) Service Framework for Mental 
Health and Wellbeing, Belfast: Department of Health, Social Services and Public Safety. 
2
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Executive Summary and Recommendations 
Action Mental Health commissioned this study to explore the effectiveness of 
current mental health provision in Northern Ireland and to identify both the 
challenges and opportunities for developing services. An Evaluation Team from 
Queen‘s University Belfast, led by Dr George Wilson, surveyed the opinions of a 
wide range of staff working with people living with mental ill health in both the 
statutory and voluntary sectors. From the outset the study prioritised the need for 
service user and carer input - their voice was vital in assessing the effectiveness of 
services throughout the region. The study reviewed current mental health policy, 
funding and recent research literature, and explored the strengths, limitations, 
inconsistencies, and gaps in services across Northern Ireland. The project focused 
primarily on adult mental health services. Although the study did not aim to provide 
a comprehensive evaluation of children‘s mental health or specific issues, such as 
suicide, reference is made to these and other aspects of mental health provision in the 
findings when they have been raised by respondents during interviews.  
The past decade has witnessed a period of major change in mental health in Northern 
Ireland and the process of modernization is set to continue with the planned 
introduction of new mental health capacity legislation. In reviewing the current state 
of mental health provision, this report aims to present a realistic picture of how 
people with mental illness in Northern Ireland are supported, which can be used as a 
resource to help inform the planning of future services and funding. Whilst the study 
recognises that considerable progress has been made in realising the ‗Bamford 
Vision‘ for improving mental health provision, the findings also highlight significant 
limitations in current services. The recommendations arising from the study are 
designed to build on the strengths of current provision and address the gaps and 
limitations that were identified by the study. The most notable factors in these 
recommendations focus on the need to improve funding, address problems with 
fragmentation and gaps in service provision, and provide a new vision and leadership 
in mental health. The findings indicate that mental health services in Northern 
Ireland are at a major crossroads and there is a real danger that the gains made in 
recent years may be reversed by continuing financial restraint. The 
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recommendations, which are based on the actual experiences of staff working in 
these services and the people availing of such services, indicate the direction in 
which services should continue to be developed that will promote better mental 
health for the population of Northern Ireland. To meet the challenges that lie ahead 
and secure effective mental health care, the recommendations clearly indicate that it 
is essential to consider all aspects of provision, including hospital and primary care, 
care in community settings, public health education, and the development of more 
specialist services. 
Recommendations 
The following 10 recommendations have been informed by the findings from the 
different components of the study, including key messages from the literature 
review, analysis of mental health policies and costs, together with the results 
obtained from focus group meetings and individual interviews with service users, 
carers, mental health professionals, and commissioning staff. Each recommendation 
is supported by a brief summary of evidence based on the analysis of key themes 
emerging from the findings. 
Recommendation 1 
The Northern Ireland Executive should ensure that sufficient funding is made 
available for mental health in Northern Ireland to achieve the service 
improvements envisaged by the Bamford Review which have not yet been 
realised. It is also recommended that mental health should be ring-fenced from 
any budget cuts as a key means of delivering on the goals of the Review in the 
current financial climate. 
Evidence:  Whilst some progress has been made in developing community care 
provision, the evidence from all stakeholders who participated in this research was 
unanimous that mental health services had not fully delivered on the goals and 
objectives for improvement envisaged by the Bamford Review. There are concerns 
that the Bamford Action Plan has finished with no clear indication as to whether the 
oversight arrangements to drive change will remain in place. It‘s clear the under-
financing of mental health services in Northern Ireland is a systemic and long-term 
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issue that is set to exacerbate in coming years. Over the period 2008-2014 actual 
spend on mental health by Trusts has been around 25% less than that proposed—
whilst this demonstrates an attempt at redressing underfunding, it also demonstrates 
that the attempt failed.   
A variety of stakeholders highlighted additional mental health needs in Northern 
Ireland stemming from the legacy of the Troubles and the region‘s high levels of 
social deprivation, poverty and unemployment.  Feedback from stakeholders 
indicated that year on year efficiency savings had impacted negatively on the 
development of services, particularly in rural areas. Without the injection of 
additional funding it was felt the Bamford Vision for service improvement would not 
be achieved in full and the imposition of further efficiency savings would lead to 
reversals in developments that have already taken place. There is a need for greater 
clarity around the levels of mental health need in Northern Ireland, what levels and 
kind of expenditure would meet that need, and what the overall picture of 
expenditure on mental health services actually is. 
Recommendation 2 
The DHSSPS, in conjunction with the Health Social Care (HSC) Board and 
Trusts, should establish a regional working group to examine the extent and 
impact of mental health service fragmentation, including variations in access to 
mental health provision between urban and rural areas of Northern Ireland. 
The group should aim to identify how to develop greater integration and 
continuity between different services and specialisms and how to achieve better 
inclusion and communication with service users and carers.  
Evidence: Feedback from a range of stakeholder groups indicated that increased 
fragmentation in mental health services had created serious obstacles for service 
users and carers being able to access the support they needed. It was felt that 
restrictive eligibility criteria coupled with poor communication with service users 
and carers had led in some areas to breakdowns in continuity and a lack of 
seamlessness in service delivery. The evidence indicated that service continuity and 
communication with service users and carers were particularly problematic during 
transitions between child and adolescent mental health services (CAMHS) and adult 
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mental health services. Serious concerns were expressed about the adequacy and 
appropriateness of existing adult service provision for meeting the needs of young 
people making these transitions and it was felt that more priority needed to be given 
to develop specialist services in this area. It was also felt that the provision of mental 
health services across Northern Ireland was uneven with people living in large rural 
catchment areas having significantly less access to services than people living in 
urban areas.   
Recommendation 3 
The results from this study support the establishment of an independent Mental 
Health Champion for Northern Ireland whose role would be to defend the 
rights and interests of people with mental health problems. The Mental Health 
Champion would be an authoritative and independent advocate and play a key 
role in ensuring that mental health services continue to be developed in a way 
that effectively meets the needs of service users and carers.  
Evidence: There was a general consensus among stakeholders, including 
commissioners, that the Bamford Review had provided the impetus for achieving 
significant improvements in community mental health services and reducing 
dependence on inpatient hospital treatment. However, it was felt that the drive and 
vision that Bamford had provided had gradually diminished in recent years, and 
there was a serious risk that the advances gained would stall or be reversed against a 
background of continuing efficiency savings and financial restraint. Establishing the 
post of Mental Health Champion would fill the post-Bamford vacuum and create a 
focal point for renewing the vision, providing fresh momentum for change, and 
realising the improvements still needed to modernise mental health services in 
Northern Ireland in the 21
st
 century. 
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Recommendation 4 
It is vital that mental health professionals recognise the central role that carers 
play in supporting the (cared for) family member and, in lieu of this significant 
contribution, make continuing efforts to include them as partners in 
assessment, planning, decision-making, and reviewing processes. 
Evidence: Carers frequently highlighted their experience of poor communication 
with professionals. Carers also expressed frustration that their contribution was not 
sufficiently acknowledged or valued. Taking time to listen, to show empathy, to 
essentially recognise the carers‘ role and the fact they often lived with the family 
member on a continuing basis, all these person-centred qualities, when they 
occurred, made a major difference to the carers‘ lives. Carers felt that professionals 
needed to be more responsive and better at providing timely support to address their 
needs. Of fundamental importance was hearing the carer‘s perspective and including 
them to a much greater extent in the care and treatment process. In essence, the 
quality of the carer‘s experience of the mental health system depended on the 
effectiveness of the ‗triangle of care‘: the relationships between patient, carer and 
professional working according to sound communication, involvement, parity of 
esteem, and respect for rights. 
Recommendation 5 
Commissioners of mental health services and providers in statutory and 
voluntary sector organisations should continue to work towards promoting a 
recovery ethos and further developing service user and carer involvement in the 
planning and delivery of provision. Funding for the ImROC (implementing 
recovery through organisational change) process should be provided on a more 
permanent basis in order to sustain developments in this area. 
Evidence: Mental health professionals and commissioners acknowledged that 
significant progress has been made in developing a recovery approach. Whilst the 
ImROC process and the establishment of Recovery Colleges were viewed as 
evidence of positive change in both statutory and voluntary sector organisations, 
respondents expressed the view that further developmental work was required to 
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ensure a recovery ethos was more firmly embedded in working practices with service 
users and carers. It was also emphasized that developments, such as ImROC, 
required more permanent funding if they were to be sustained. The findings provided 
evidence that a medical model approach still dominated mental health care in certain 
areas in Northern Ireland. Also, the results indicated there were competing 
perspectives among stakeholders as to what constituted a ‗recovery approach‘. 
Involving service users and carers more fully in service development and delivery at 
all levels was felt to be an essential prerequisite for promoting a recovery approach 
and changing cultures of mental health practice. 
Recommendation 6 
Commissioners of mental health services and professional staff in all sectors 
should continue to strive to promote a person-centred and relationship-based 
approach to service delivery.  
Evidence: A primary message from service users and carers was the need to ensure a 
person-centred and relationship-based approach to service delivery. Both groups 
were very vocal in their views about how the mental health system ought to change – 
based on their own experience. Service users and carers expressed concern about 
what they perceived to be in some areas as a continued over-reliance on medication 
and a medical model approach. Rather than being treated ‗like a number‘ or an 
object to be dealt with, there was a clear desire to be viewed, first and foremost, by 
professionals as a person with a unique background and needs. Both groups strongly 
expressed the need to be listened to, have their story heard, their rights 
acknowledged, and for professionals to treat them with respect. Qualities within 
professionals, such as empathy and care, together with ability to establish effective 
working relationships with service users and carers were viewed as being pivotal to 
satisfaction with service delivery.  
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Recommendation 7 
All agencies involved in commissioning and providing mental health services 
should continue to prioritise efforts to reduce the stigma associated with mental 
ill health as a key objective. Also, there should be a renewed emphasis on 
promoting positive mental health as a key component of the public health 
agenda. Commissioners of services should invest additional resources in 
developing mental health education in schools and encouraging positive 
attitudes towards mental health in children and young people.  
Evidence: The majority of stakeholders identified the need to reduce stigma high 
among the key priorities for improving mental health provision. It was 
acknowledged that although some improvement had taken place, a pervasive stigma 
was still attached to mental ill health and services were still considered something to 
be hidden from ‗normal‘ view. Further work was required to combat societal stigma 
and alleviate the social isolation and discrimination experienced by service users and 
carers. It was suggested that greater financial investment was needed to ‗normalise‘ 
mental health services and ensure they were accorded the same priority as physical 
health services. Raising public awareness and improving understanding of mental 
illness were considered essential for ensuring individuals and families received the 
care and treatment they needed. In this context, it was acknowledged that mental 
health promotion should be further developed in order to address more effectively 
the stigma surrounding mental illness. It was also proposed that more financial 
resources should be allocated to improving health promotion in schools in order to 
ensure that positive attitudes towards mental health are instilled as early as possible 
within the educational process. 
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Recommendation 8 
Commissioners of mental health services should review services available to 
meet the needs of people in Northern Ireland who have experienced 
transgenerational trauma as a result of the Troubles. The evidence from this 
study supports the recommendation from the recent Commission for Victims 
and Survivors Report (March 2015), which proposed adopting a coherent 
strategy and a more comprehensive framework for the delivery of services.  
Evidence: The findings indicated that mental health agencies had achieved progress 
in establishing services to support individuals in Northern Ireland who had been 
affected by the Troubles. However, the findings indicated that professional services 
were still struggling to address Troubles-related mental health needs. For example, 
both mental health professionals and commission staff reported that they had become 
more aware in recent years of the mental health needs of individuals and families 
affected by transgenerational trauma. It was felt that mental health services needed to 
get better at both recognising and addressing needs arising from transgenerational 
trauma. Mental health commissioners also identified that statutory services had a 
particular difficulty in addressing the mental health needs of ex-prisoners who had 
been combatants during the Troubles. It was felt that there was a need for further 
research to develop knowledge and understanding of why ex-prisoners were 
generally reluctant to engage with statutory mental health services. 
Recommendation 9 
Mental health commissioning agencies in the statutory sector should continue to 
work with voluntary sector organisations to improve collaborative working in 
the planning and delivery of mental health provision. The DHSSPS should 
convene a working group with chief executive officers in the voluntary sector to 
identify the scope for further developing partnership working and collaboration 
between voluntary organisations in providing services in Northern Ireland.  
Evidence: Respondents in both statutory and voluntary sector organisations 
identified the need for better partnership working between different sectors and 
service providers. Commissioners expressed concern about the risk of different 
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voluntary sector organisations duplicating services and competing with each other 
for increasingly scarce resources. At the same time they acknowledged recent 
examples of voluntary sector organisations joining together to provide services that 
had demonstrated the advantages of collaborative working for addressing the needs 
of service users and carers. Mental health commissioners in the statutory sector felt 
there was scope for voluntary sector organisations to further develop their role by 
working together, for example, in providing services to reduce over-dependence on 
statutory services. It was argued that improving collaboration between all sectors 
involved in providing mental health services was especially essential in the current 
climate of financial restraint to ensure that available resources were used as 
efficiently and effectively as possible.  
Recommendation 10 
The DHSSPS in conjunction with the HSC Board and Trusts should establish a 
working group with service users and carers to examine how quality assurance 
systems in mental health can be further improved. 
Evidence: The findings suggest that there is scope for further developing outcome 
measures and quality assurance systems in mental health. It was felt that current 
systems did not adequately capture the strengths and limitations of service 
interventions or provide a mechanism for continuous improvement. It was also felt 
that recording in mental health had tended to reflect a risk averse culture of practice 
and there was still a degree of paternalism in the approach taken to information 
sharing, which was sometimes unhelpful for both service users and carers. It was 
acknowledged that practice in this area was in the process of changing with the 
introduction of the Regional Care Pathway, which would focus more on outcome 
measures rather than process measures. However, notwithstanding this development, 
professionals in both the statutory and voluntary sectors had additional suggestions 
on how quality assurance mechanisms might be better tailored to mental health 
services and provide more useful feedback for both individual staff and agencies on 
what service users felt worked or did not work in the interventions they received.  
 
  
 
1 Introduction 
Action Mental Health commissioned this study in response to feedback from service 
users, carers, and staff with experience of mental health services in Northern Ireland 
(NI). It was designed particularly to give service users a voice for expressing their 
views on what was working well and areas that needed to be put right. It was felt 
important to also include mental health commissioners in the statutory sector to 
ensure there was a complete picture of their views on the effectiveness of services. 
Whilst this study is a snapshot in time, it is hoped that it will assist decision makers 
in focusing scarce resources to areas of real need. Although the report identifies 
deficiencies, it also highlights important aspects of service provision that are going 
well and good news stories in respect of new developments. Action Mental Health 
was keen to identify the scope and priorities for further developing mental health 
services against the backdrop of recent policy developments and the allocation of 
resources, particularly in comparison to other parts of the health sector in Northern 
Ireland.  
1.1 The Commissioning Organisation: Action Mental Health 
From its inception in 1963, Action Mental Health has grown to become one of the 
largest, voluntary sector organisations in Northern Ireland for people with mental 
health needs and learning disabilities. The aim of Action Mental Health is to make a 
positive difference in people‘s mental health by supporting their mental health and 
wellbeing through vocational training, supported employment options, personal 
development, and health and wellbeing programmes, including resilience building. 
The organisation has 12 service locations in Northern Ireland from where it delivers 
recovery-focused projects to over 3,000 adults annually. It also provides a range of 
emotional resilience and suicide/self-harm prevention services reaching over 10,000 
young people and adults. In addition, the charity operates three Men‘s Sheds, a 
learning disability project, an autism spectrum disorder project, a self-management 
project, and delivers government employment programmes. Last year just over 
20,000 people benefited from these services. 
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More information on the work and achievements of Action Mental Health is 
available at www.amh.org.uk. 
1.2 The Evaluation Team  
This study was completed by an Evaluation Team from Queen‘s University Belfast, 
led by Dr George Wilson (Principal Investigator), and supported by Dr Lorna 
Montgomery, Professor Stan Houston, Dr Gavin Davidson, Dr Colin Harper and Dr 
Lisa Faulkner.   
The report begins with an outline of the methods used to gather and analyse the 
information provided by participants to address the project‘s aims. It then presents a 
brief review of the literature on mental health provision and provides an analysis of 
mental health policy and funding arrangements. Whilst the analysis of mental health 
literature and policy focuses on the Northern Ireland context, relevant material is 
included, where appropriate, from other parts of the United Kingdom and further 
afield. This is followed by a thematic analysis of the main findings on which 
recommendations are based. The report concludes with a brief summary highlighting 
key issues arising from the study.  
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2 Methodology: The Approach Taken to Conducting the 
Study 
This chapter focuses on the approach used to carry out the study. It begins by 
outlining the aims and objectives of the project. This is followed by a discussion of 
the processes employed to address these aims and objectives, which included the 
completion of semi-structured interviews, focus groups meetings, and an online 
survey. The chosen methods for data analysis are described briefly and ethical 
considerations discussed. Finally, the timetable for completion of the study is 
outlined.  
2.1 Aims and Objectives of the Project 
The overarching aim was to provide a critical analysis of policy development, the 
funding context, and key issues in relation to the provision of mental health services 
in Northern Ireland. In so doing, the following objectives were agreed.  
 To explore the perceptions of staff working in frontline services for people with 
mental health problems in Action Mental Health and other community and 
voluntary organisations. This focused on how services are provided, including 
what staff perceived to be working well, existing challenges to the delivery of 
services, and what needs to happen to ensure that there is adequate provision of 
services to meet future demand.  
 To examine the impact of current community and voluntary services for people 
with mental health problems on people‘s lives, from the perspective of staff and 
service users.   
 To collate and critically analyse the views of statutory sector staff involved in 
commissioning and service development on how mental health services are being 
provided, including perceived barriers in delivering high quality services based 
on the needs of the local population. 
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2.2 Topic Guides and Sampling Methods 
Questions and issues deriving from the initial literature review were used to develop 
topic guides for each evaluation method. In order to maintain consistency in the 
information gathered across a range of methods, a broad interview schedule was 
established, which identified the following five topic areas.  
 Strengths of service. 
 Limitations/gaps in service. 
 Developmental priorities. 
 Northern Ireland context. 
 Any other comments. 
These five areas underpinned each of the different data acquisition approaches in this 
study. Within each area evaluators developed specific prompts depending on the 
particular interest and expertise of their respondents.   
A purposive sample was used to gain a broad and representative sample of key 
stakeholders. Stakeholder organisations were asked to suggest representatives to 
participate in the evaluation. Statutory sector commissioners and senior managers 
were selected to represent the five HSC Trusts, HSC Board, and the DHSSPS. 
Recruitment to focus group meetings and interviews reflected a gender balance, a 
range of age groups, and included people from different social and religious 
backgrounds. 
2.3 Key Statutory Sector Stakeholders’ Interviews 
Seven statutory sector staff involved in commissioning or service development took 
part in semi-structured interviews conducted between January and February 2015. 
These included senior managers from all five HSC Trusts in addition to a senior 
manager from the DHSSPS and HSC Board. Of the seven staff interviewed, all were 
White and aged between 18 and 65 years; six were male and one was female. The 
interviews provided an opportunity to discuss how mental health services are being 
provided currently, including perceived barriers in delivering high quality provision 
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based on the needs of the local population. The gathered data identified opportunities 
and indicated priorities for action.  
2.4 Focus Groups Meetings 
Focus groups meetings were conducted with a range of key stakeholder 
organisations, including: frontline staff from Action Mental Health; staff from other 
community and voluntary sector service providers; frontline mental health 
professionals; service users from Action Mental Health; service users from voluntary 
organisations other than Action Mental Health; and a carer‘s group. Meetings with 
the various groups were used to gather detailed views and opinions of key 
stakeholders and to establish their perspectives about involvement in services for 
people with mental health problems. Focus groups were designed to empower and 
enable respondents by establishing ground rules to ensure that everyone had a voice 
and all views were taken into account. Respondents were encouraged to provide their 
views of the strengths, limitations, and future development of mental health service 
provision.  
Focus groups enabled the collection of a wide range of views that could be explored 
in some depth in the group. However, it was recognised that some people may be 
reluctant or unable to participate fully in these groups, but would be willing to 
express their views about current mental health services in a different way. 
Therefore, an online questionnaire was established using the Survey Monkey (1999-
2015; http://www.surveymonkey.com) tool based on the focus group topic guides, to 
allow people to express their views individually. 
2.5 Focus Groups Meetings with Service User or Carer 
Organisations 
There were four focus groups for service users and carers. Non-statutory service user 
or carer organisations in Northern Ireland were asked to suggest representatives to 
participate in the evaluation. A member of the Evaluation Team contacted the 
service user or carer representative and explained the purpose of the project and that 
potential respondents would be provided with a copy of the ‗Participant Information 
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Sheet‘. Representatives were invited to participate by attending a focus group 
meeting arranged at a convenient time and location. These took place in February, 
March, and April 2015. Table 2.1 below presents demographic information on 
respondents who participated in meetings.  
Table 2.1. Focus Groups: Participant Characteristics 
Category 
Number of 
participants Gender Age range in years 
Group one: 
Service users 
8 4 males; 
4 females 
51-60 (n = 4) 
41-50 (n = 3) 
31-40 (n =1) 
Group two: 
Service users 
11 3 males; 
8 females 
70 + (n = 2) 
61-70 (n = 2) 
51-60 (n = 2) 
41-50 (n = 4) 
31-40 (n = 1) 
Group three: 
Service users 
3 3 males 40 (n = 1) 
60 (n = 2) 
Group four: 
Carers 
5 1 males; 
4 females 
51-60 (n = 3) 
41-50 (n = 1) 
20-30 (n = 1) 
Informed consent was again sought at the beginning of each focus group meeting 
and staff were asked to complete and sign a ‗Participant Consent Form‘ prior to the 
meeting taking place. Each focus group meeting was facilitated by a member of the 
Evaluation Team and lasted for approximately one hour. With the consent of 
participants, focus group discussions were recorded and subsequently transcribed. 
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2.6 Focus Groups with Staff from Action Mental Health, Workers 
from Other Voluntary Sector Organisations, and Other 
Mental Health Professionals 
Four focus groups for people working in current mental health services were 
conducted in February, March, and April 2015. Groups one and two consisted of 12 
members of staff (nine women and three men) from Action Mental Health. Group 
three consisted of four staff, all women, from other voluntary sector organisations. 
Group four consisted of three mental health professionals (one woman and two 
men). Three professionals, one woman and two men, who were not able to attend the 
focus group were interviewed individually. All focus group participants were White 
and aged between 18 and 65 years; more specific demographic details were not 
gathered, rather participants‘ were selected purposively to reflect diverse 
organisational and professional backgrounds. Mental health professionals were 
approached through their professional associations, including the Northern Ireland 
Association of Social Workers (NIASW), Royal College of Psychiatrists (RCP), 
Royal College of Nursing (RCN), College of Occupational Therapists (COT), and 
the British Psychological Society (BPS). Mental health staff and professionals who 
agreed to participate were sent a Participant Information Sheet and subsequently 
contacted by a member of the Evaluation Team to arrange their attendance at a focus 
group meeting or interview. Informed consent was again sought at the beginning of 
each focus group meeting and staff were asked to sign a Participant Consent Form 
prior to the meeting taking place. Each focus group meeting was facilitated by a 
member of the Evaluation Team and lasted for approximately one hour. With the 
consent of participants, focus group discussions were recorded and subsequently 
transcribed. 
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2.7 Interviews with Service Users and Staff from Action Mental 
Health 
Dyad interviews were planned with Action Mental Health service users and staff. 
Semi-structured interviews were conducted with five service users who attended 
training services at Action Mental Health. These took place in January 2015. The 
key workers of these five service users were also interviewed. However, as one key 
worker fulfilled this role for three service users, only three key workers were 
interviewed. All five service users that were interviewed were White. Additional 
demographic characteristics are displayed in Table 2.2. 
Table 2.2. Interviews: Participant Characteristics 
Category 
Number of 
participants Gender Age 
Service users 5 4 females 
1 male 
51 to 60 years (n = 3) 
41 to 50 years (n = 2) 
Key workers 3 1 female 
2 males 
31 to 40 years (n = 1) 
41 to 50 years (n = 1) 
51 to 60 years (n = 1) 
Senior management staff from Action Mental Health identified an appropriate 
support person within the organisation with whom the participant could meet 
following the interview, if required. With consent, interviews were recorded and 
subsequently transcribed. Conducting semi-structured interviews with these 
participants enabled the gathering of rich data about the quality of current services 
provided by Action Mental Health and how these fitted into the wider provision of 
mental health services.  
2.8 Online Survey 
The evaluation included a survey that was conducted using the online programme, 
Survey Monkey (1999-2015, http://www.surveymonkey.com). The survey 
comprised a series of questions designed to capture certain characteristics of the 
respondents and their views and opinions of current community and voluntary 
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service provisions for people with mental health problems in Northern Ireland. The 
link to the online questionnaire was promoted through the Action Mental Health 
website and was active over a four-month period (December 2014 to March 2015). 
In total, 276 responses were received. 
2.8.1 Respondents’ Profile  
Respondents were asked to indicate their role in relation to the mental health arena. 
Table 2.3 shows that one third of respondents (33%) self-identified as service users, 
a further 25% were mental health professionals within the voluntary sector, and 18% 
were mental health professionals from within the statutory sector. Only 9% of 
respondents self-identified as a being a ‗carer‘. The remaining 15% identified as 
‗other‘ and included a General Practitioner (GP), a Physiotherapist, student 
nurses/health workers from both the voluntary and statutory sectors, as well as 
former service users, those in advocacy roles, and members of the public with a 
general interest in mental health.  
Table 2.3. Respondents by Self-Identified Category  
Categories Response % 
Service user 33 
Carer 9 
Mental health professional  (voluntary sector) 25 
Mental health professional  (statutory sector) 18 
Other 15 
Almost all respondents (98%) described their ethnicity as White, and the 
overwhelming majority were female (74%). Table 2.4 also demonstrates that there is 
a preponderance of women across all categories, which is particularly pronounced 
within the categories of ‗service users‘ and ‗mental health professionals (voluntary 
sector)‘. 
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Table 2.4. Gender of Respondents by Self-Identified Category 
Categories % Females % Males 
Service user 71 29 
Carer 79 21 
Mental health professional  (voluntary sector) 77 23 
Mental health professional  (statutory sector) 72 28 
Other 75 25 
The age of respondents was spread largely across several groupings as detailed in 
Table 2.5. A similar pattern was found within the categories of type of respondent 
(see Table 2.6). 
Table 2.5. Age of Respondents  
Age of respondents (in years) Response % 
18 to 24 8 
25 to 34 25 
35 to 44 25 
45 to 54 29 
55 to 64 11 
65 to 74 1 
75 or older 1 
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Table 2.6. Age of Respondents by Self-Identified Category  
 
Category 
What is your age? (in years) 
18-24 25-34 35-44 45-54 55-64 65-74 75 + 
Service user 16 24 14 27 6 0 0 
Carer 1 4 7 3 5 2 0 
Mental health professional  
(voluntary sector) 
2 16 17 23 11 0 0 
Mental health professional 
(statutory sector) 
2 16 12 15 5 0 0 
Other 1 8 18 8 4 0 1 
2.9 Data Analysis Approach for Qualitative Methods 
Evaluation Team members collated the qualitative data from the focus groups and 
interviews and individually applied interpretive validation techniques to code this 
information. A process of co-analysis was then used to construct a thematic analysis 
of these narratives using selected quotations to illustrate common and divergent 
themes.  
2.10 Ethical Considerations 
Informed consent is key to undertaking ethical interviews and focus groups, and to 
facilitate this, participants were sent a Participant Information Sheet prior to agreeing 
to involvement. This highlighted the aims of the project, the contact details of the 
Principal Investigator, the types of issues that would be addressed in the interview or 
focus group (or both), and explained the recording mechanism for the interview or 
focus group. 
Concern for the welfare of the participants was paramount, especially as the project 
focused on sensitive topics around mental health and provision of services. Service 
user, carer, and professional representatives were advised at the start of interviews or 
focus groups that they could withdraw at any time, and pause or end their 
participation in the evaluation without having to give a reason. The Evaluation Team 
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had prepared a list of appropriate support services, which were available for any 
focus group participant, if needed. The interviews and focus group meetings were 
facilitated by experienced qualitative evaluators, all of whom had previously worked 
as social workers.  
Participants were ensured confidentiality of all information provided during focus 
group meetings or interviews, with the only exceptions, as outlined in the 
information sheet, being if someone‘s safety was identified as being at risk or where 
serious criminal activity was disclosed. Participants were also assured that any cited 
comments would not be attributed to a particular individual, and to this end, the 
following terms were used to refer to the designation of informants in the write up of 
the report. 
 Mental health commissioner(s). 
 Mental health professional(s) (statutory). 
 Mental health professional(s) (voluntary). 
 Service user(s). 
 Carer(s). 
The study was approved by the Ethics Committee of the School of Sociology, Social 
Policy and Social Work, Queen‘s University Belfast.   
2.11 Data Protection 
The Evaluation Team adhered to data protection practices. The texts of any 
transcriptions were anonymised using a unique code, and files were kept on a 
password protected computer and USB (universal series bus) flash drive. 
  
22 
 
2.12 Ensuring Trustworthiness 
The following measures assured the trustworthiness of the approaches described 
above. 
 Data acquisition methods were triangulated. 
 A systematic procedure for analysing the data was adopted. 
 The preliminary findings were critically discussed at various points with the 
sponsors and among the evaluators. 
 Respondent triangulation was utilised in order to gather the perspectives of a 
range of stakeholders. 
 The interviewers adopted a standardised approach using a structured topic 
guide, which focused on the five areas mentioned above. 
  
 
2.7. Timetable for the Evaluation 
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Desk-based analysis of relevant literature and policy         
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users 
        
Recruitment of respondents for focus groups and 
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Focus groups (service users & carers) X 4         
Dyad interviews X 5         
Focus groups X 4 professionals         
Summative analysis and report writing         
Presentation of main findings         
Final report May 2015         
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3 Literature Review  
3.1 Introduction 
The literature review sought to contextualise the analysis of findings and identify key 
themes and issues of relevance to the development of statutory and voluntary mental 
health provision in Northern Ireland.  
A search for relevant academic literature was completed on 10 November 2014. The 
parameters of the search were as follows. 
1. The search included the following online databases. 
a. Ovid Medline. 
b. Embase. 
c. SocINDEX. 
d. EconLit. 
e. PsycINFO. 
f. Centre for Reviews and Dissemination. 
g. Cochrane Library. 
2. The search initially focused on literature in Northern Ireland published since 
2004. The search strategy used the following key terms. 
a. ‗Mental health‘ AND ‗Northern Ireland‘ AND ‗policy‘. 
b. ‗Mental health‘ AND ‗Northern Ireland‘ AND ‗service‘ OR 
‗services‘. 
c. ‗Mental health‘ AND ‗Northern Ireland‘ AND ‗carers‘. 
d. ‗Mental health‘ AND ‗Northern Ireland‘ AND ‗recovery‘. 
However, this strategy returned a small number of records, and it was 
decided that a more general search was required. Therefore, all of the 
databases were researched for any items relating to the following two terms 
only. 
e. ‗Mental health‘ AND ‗Northern Ireland‘. 
3. A total of 40 records were obtained. 
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3.2 Analysis of Northern Ireland Literature 
There is limited academic research relating to mental health in Northern Ireland. 
There is a recognised lack of resources for, and interest in, mental health research in 
general
1
, and unsurprisingly, this pattern is reflected in research relating to Northern 
Ireland.  
Key research areas for Northern Ireland are visible in the results of the literature 
search. Using broad categories, it is possible to see the pattern of where post-2003 
research relating to mental health has focused, and an overview of these areas is 
indicated in Table 3.1. Where an item clearly related to more than one topic, it was 
counted twice (e.g. suicidal young men). 
Table 3.1. Results of Search Strategy 
Topic: ‘Mental health and …’ Number of items 
Northern Ireland conflict 9 
Services 8 
Specific population group(s)  7 
Mental wellbeing 6 
Practice 4 
Suicide 4 
Equality, discrimination, human rights or stigma 4 
Work/employment 2 
Criminal justice 1 
Specific mental health condition(s) 1 
Not all of research identified in the literature review produced clear conclusions. 
From that which did, a sample of some of the key findings is outlined below. (This 
bulleted list is provided for indicative purposes only and consideration should be 
given to the content and adequacy of the full research as published). 
                                                 
1
 Lock, H. (2015) Mental health research: Underfunded and failing to attract young academics, The 
Guardian, 18 February 2015. Available at: http://www.theguardian.com/higher-education-
network/2015/feb/18/mental-health-research-underfunded-and-failing-to-attract-young-
academics?CMP=share_btn_tw 
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 The odds of having a suicide plan are significantly higher for people with 
conflict-related traumatic events compared to those with only non-conflict-
related events and no traumatic events (O‘Neill et al., 2014). 
 Attempts to address needs arising as a result of the ‗Troubles‘, and more general 
mental health promotion strategies, have, to some extent, developed in parallel 
and it may be important to integrate these efforts, possibly through routine 
screening for conflict-related mental health issues in primary care and mental 
health services (Davidson and Leavey, 2010). 
 Forgiveness and collective guilt can act as mediators in the relationship between 
impact of ethno-political conflict and mental health at the group level, and thus 
are central to the reconciliation process (Myers et al., 2009). 
 Psychiatric morbidity rates for adults in Northern Ireland are comparable to other 
parts of the United Kingdom and individuals in Northern Ireland use a range of 
coping strategies to moderate the impact of the conflict in everyday life (Murphy 
and Lloyd, 2007). 
 Direct experience of violence and poverty increase the risk of post-traumatic 
stress disorder (PTSD), whereas strong national identification appears to reduce 
this risk (Muldoon and Downes, 2007). 
 The ‗Pyramid Plus‘ psychosocial intervention for shy, withdrawn primary school 
children helps to alleviate internalisation problems and, at least initially, has a 
positive impact on social re-integration (McKenna et al., 2014). 
 Presentation to primary care may offer an opportunity for intervention prior to 
suicide and gendered patterns in service use prior to death should be considered 
in suicide prevention programmes (O‘Neill et al., 2014). 
 The rate of adolescent self-harm in Northern Ireland is lower than elsewhere in 
the United Kingdom/Ireland and exposure to the Northern Ireland conflict is 
associated with self-harm alongside established risk factors (O‘Connor et al., 
2014). 
 Whilst mental health problems are highly prevalent in Northern Ireland, a large 
proportion of people experiencing problems do not seek treatment (Bunting et 
al., 2013). 
27 
 
 Individuals who have experienced conflict are more likely to have had an 
anxiety, mood or impulse-control disorder and treatment delays are substantial 
for anxiety and substance disorders (Houdmont et al., 2012). 
 Evidence from the Young Life and Times (YLT) survey of 16-year-olds shows 
that same-sex attracted young people suffer poorer mental health (Schubotz et 
al., 2011). 
 Structurally integrated health and social services in Northern Ireland are more 
conducive towards integrated working compared to those in England (Reilly et 
al., 2004). 
 Opportunities exist within the current change process for service users and social 
workers to build closer alliances in working together to reconstruct practice, 
safeguard human rights, and develop innovative alternatives to a traditional 
biomedical model of treatment (Wilson and Daly, 2007). 
 Assertive outreach appears to be more successful at reducing perceived coercion, 
minimizing the need for coercive strategies, engaging high-risk clients, and 
reducing inpatient bed use (Davidson and Campbell, 2007). 
3.3 Key Themes Arising from the Northern Ireland Literature 
The valuable work carried out since 2004 provides a range of findings with respect 
to mental health in Northern Ireland and highlights a number of key issues of 
relevance to this study.  
3.3.1    Northern Ireland’s Distinctive Health and Social Care Needs 
In comparison with other parts of the United Kingdom, it is evident that Northern 
Ireland continues to have a distinctive profile of mental health needs characterized 
by high levels of socio-economic deprivation and the deleterious effects of over 
thirty years of civil and political conflict (Bunting et al., 2013; Davidson and Leavey, 
2010). The associated human capital costs of mental health problems, including the 
numbers of people claiming incapacity benefit, loss of employment through mental 
illness, and reduced quality of life have also been found to be significantly higher in 
Northern Ireland (Northern Ireland Association for Mental Health, 2004). 
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3.3.2     Impact of the Bamford Review (2007) 
The Bamford Vision for improving mental health in Northern Ireland aimed to 
develop a comprehensive range of services that would support people with mental 
health needs to achieve their maximum level of functioning and lead as independent 
lives as possible (Bamford, 2007). A main component of the Bamford Vision was 
the need to promote a system of care and support based on recovery approaches, 
particularly for people with complex needs. It was envisaged that these approaches 
would be the main vehicle for providing an early and appropriate service response. 
The aim was to ensure that services would support people with mental health needs 
to plan and build a satisfying life, engage in work or other meaningful activities, and 
contribute to and participate in society. A key question for this study is to what 
extent do different stakeholders feel the Bamford Vision has been realised and the 
goals and objectives for addressing Northern Ireland‘s distinctive profile of mental 
health needs been met. 
3.3.3    Impact of the Recession and Financial Restraint  
Whilst there is some evidence to suggest that progress has been made in realising the 
actions for improving mental health services, as outlined in the Bamford Vision, 
concerns remain about the continuing impact of health inequalities and the legacy of 
the Troubles on the population of Northern Ireland (DHSSPS, 2011; 2012). Also, 
there has been little or no study of how the economic recession and the current 
strong emphasis on financial restraint in health and social care commissioning have 
impacted on the development of mental health services. In essence, we have little 
empirical knowledge of the impact of these factors on service users in Northern 
Ireland, or the ability of frontline staff to meet their needs. Indeed, it is evident from 
the review of literature that there has been a lack of ongoing, systematic mental 
health research in and for Northern Ireland that can provide a strong evidence base 
for legal, policy, and service development. Further research and evaluation is 
essential in order to examine what needs to be done to sustain and develop statutory 
and voluntary service provision.  
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3.4 Analysis of Key Themes Highlighted by UK and International 
Literature 
The following section presents a brief analysis of recent UK and international 
literature relating to the development of mental health services. Whilst not 
exhaustive, the analysis further contextualises the current study by identifying 
themes and issues emerging from recent published work that are of 
significance to an evaluation of mental health services. 
3.4.1 Mental Health Policy: Strategic Challenges   
Knapp et al. (2007) have argued that having a national policy and strategic 
framework for mental health is essential for both raising awareness and securing the 
resources necessary to deliver effective services. Whilst, from this perspective, the 
Bamford Review and subsequent policy developments in Northern Ireland can be 
considered an advantage, it is clearly essential for such policies to be regularly 
updated to ensure they remain fit for purpose. (Given the importance of this topic in 
relation to service development, Chapter Four of this report provides a 
comprehensive examination of recent mental health policy development in Northern 
Ireland and an examination of the associated costs).  
Alongside the increased prevalence of mental health problems, perhaps the most 
significant strategic challenges for governments across Europe focused on how to 
replace institutional hospital-based care with effective community-based provision 
(Knapp et al., 2007). More recently, the scale of this challenge has undoubtedly been 
significantly increased by the economic recession and the climate of financial 
restraint, which has impacted on the scope for service development in health and 
social care. A recent study by Evans-Lacko et al. (2013) argued that the economic 
recession presented particular problems for people with mental health problems who 
could be at higher risk of losing their jobs and less likely to regain employment, 
which is regarded as a key component in recovery from mental health issues. 
Together with the financial consequences of losing a job, it is also clear that the 
additional stress involved for service users and their families is likely to have a 
negative impact on mental health (Evans-Lacko et al., 2013). 
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3.4.2 Developments in Mental Health Services, Costs, and Limitations of 
Provision 
A number of studies have indicated the high social and economic costs of mental 
health problems (Organisation for Economic Co-ordination and Development 
(OECD), 2014; Sainsbury Centre for Mental Health, 2007). Generally, expenditure 
across a range of OECD countries has been rising but some areas have continued to 
experience underinvestment in mental health services in comparison with other 
aspects of health expenditure (McDaid et al., 2005; OECD, 2014). Also, although 
recognition and treatment interventions have generally improved, the OECD (2014) 
report concludes that deficiencies in services and under-treatment of mental health 
problems remains a significant factor contributing to the high economic and social 
costs of mental health problems. In the United Kingdom context, a study by Layard 
et al., (2012) highlighted massive funding and resource inequalities in the way the 
NHS (National Health Service) treats mental illness in comparison with physical 
illness. The report concluded that whilst mental illness accounts for 23% of the total 
burden of disease, it receives only 13% of NHS health expenditure in spite of the 
existence of cost-effective treatments (Layard et al., 2012). A recent review of 
mental health services across the United Kingdom reported that, although 
community-based services had improved in some areas, there were substantial gaps 
and limitations in provision and concern was expressed that population growth was 
likely to exacerbate such deficiencies in future (Mental Health Foundation, 2013). 
Areas requiring further investment and improvement included crisis care and 
support, access to psychological therapies, services for children and young people, 
and services for older people (Mental Health Foundation, 2013).  
3.4.3 Mental Health Promotion, Early Intervention, and Prevention 
There is international recognition that investing in the development of mental health 
provision, including early intervention and preventative services, is of value not only 
in improving care and treatment for individuals and families but also in reducing the 
economic costs associated with mental health problems (Kelly et al., 2007; Knapp et 
al., 2011; Valmaggia et al., 2009). A number of studies have made the case for 
prioritising investment in mental health promotion given its value in mental illness 
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prevention (Friedli and Parsonage, 2007; Knapp et al., 2011; Merzel and D‘Afflitti, 
2003). However, it is also acknowledged that mental health services need to get 
better at measuring the effectiveness of such initiatives and mental health services 
more generally. Knapp et al. (2001) have argued there is a need to develop outcome 
measures that are more specific to mental health, and as part of this process, it will 
be essential to improve data collection and analysis systems. In this context it has 
been argued that systems for measuring quality ―must move beyond traditional 
health indicators to encompass social outcomes, such as education, employment, 
housing, and social inclusion‖ (OECD, 2014, p. 7). 
3.4.4 Integration and Collaborative Working 
Whilst the value of effective collaboration and integration between different services 
involved in planning and delivering health and social care appears self-evident, and 
has been a key aspiration of different governments in the United Kingdom for many 
years, inter-agency tensions seem to be endemic throughout the NHS (Plamping et 
al. 2000). Snape (2003) has observed that, although the introduction of the Care 
Programme Approach (CPA) in Britain in 1991 improved multidisciplinary working 
in services for older people and those with mental health problems, it did not lead to 
a fully integrated service. In this context, Northern Ireland has a major advantage in 
that health and social care services have been structurally integrated since 1973, with 
one employer, shared aims and objectives, and one source of funding (Ham et al., 
2013). Northern Ireland‘s integrated structures would appear to make it well 
positioned to offer seamless mental health services and continuity of care from 
hospital into the community. In essence, Northern Ireland‘s integrated structures 
should also mean that it is well placed to deliver on Transforming Your Care: A 
Review of Health and Social Care in Northern Ireland - a new policy initiative 
aimed at delivering care closer to home to suit service user and carer needs in 
different programmes of care, including mental health (DHSSPS, 2011; Ham et al., 
2013). However, as Ham et al. (2013) have observed, the area of mental health is not 
often viewed as a priority within health and social care and, although the structures 
for integration are in place, ―the integrated health and social care system has not 
realised its full potential and the opportunities provided by the structural organisation 
have not been fully exploited‖ (p. 21). More recently, the Mental Health Foundation 
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(2013) study of mental health services across the United Kingdom reported that 
mental health care was often experienced as disjointed and lacking in continuity, 
leading to problems for service users in accessing appropriate services to meet their 
needs. One of the main recommendations of this study was that more priority needed 
to be given to improving integrated care and maximising opportunities for ensuring 
that the health and social care workforce was better informed about the value of 
collaborative working, including the skills that different disciplines could bring to 
enhancing care and treatment (Mental Health Foundation, 2013).  
3.4.5 Service User Involvement 
Service user involvement in mental health can mean a wide range of activities from 
partnership working at the individual care level to inclusion in the planning, 
evaluation, and research of services (Tait and Lester, 2005). In the United Kingdom 
context, there has been widespread support for greater service user involvement, 
both at individual and at peer support level, but also increasingly at strategic and 
leadership levels within organisations that commission and provide mental health 
services (Gilburt et al., 2014; Wilson and Daly, 2007). Nevertheless, Peck et al. 
(2002) have argued that it is important in evaluating service user involvement to 
consider the type of interaction, from receiving information through being consulted 
to influencing or having control. Although there is abundant literature indicating how 
these forms of empowerment can be achieved across these levels, there are different 
perspectives as to what extent service user involvement has become embedded in 
mental health policy and practice (Faulkner, 2009; Kalathil, 2013; Wilson and Daly, 
2007). 
3.4.6 Reducing Stigma and Discrimination  
A study by the Mental Health Foundation (2013), which examined the state of 
mental health services across the United Kingdom, found that stigma and 
discrimination continued to be significant features of service user and carer 
experience, which impacted negatively on their health and wellbeing and social 
inclusion. They found that stigma experienced by respondents in their study tended 
to fall into two areas – stigma from the public and stigma from health professionals – 
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both of which impacted negatively on service users, carers, and staff alike. Whilst 
the stigma experienced by mental health service users has been well documented 
(Lee et al., 2005; Wilson and Daly, 2007), stigma from health professionals is less 
well researched. A study by Bolton (2012), for example, reported that psychiatric 
staff tended to experience stigmatising attitudes from general hospital colleagues.  
The evidence indicates that public educational interventions can have a positive 
impact on reducing stigma and associated discrimination experienced by service 
users and carers (Couture and Penn, 2003). A study by Pinfold et al. (2003), which 
evaluated educational interventions in secondary schools in the United Kingdom, 
also found that short educational workshops can produce positive changes in 
participants' reported attitudes towards people with mental health problems. This 
study reported that attendance by secondary school students at two mental health 
awareness workshops tended to increase mental health literacy and challenged 
negative stereotypes associated with severe mental illness (Pinfold et al., 2003). 
However, although noting grounds for optimism, the Mental Health Foundation 
(2013) study of the United Kingdom context found that progress towards reducing 
stigma had been slow and it was concluded that sustained long-term effort would be 
required to reduce its pervasive impact.  
3.4.7 Promoting Recovery  
The importance of promoting a recovery approach in mental health, including how it 
should be defined (Shepherd et al., 2008), and how best to develop it in practice 
(Roberts and Hollins, 2007), has been widely debated in both the UK and 
international literature. In the United Kingdom, a recovery focused approach has 
increasingly been viewed as essential for ensuring mental health services are fit for 
the 21st century. The literature highlights the importance of obtaining the views of 
service users on how this approach is actually implemented in practice (Shepherd et 
al., 2008; 2010), and how its impact is evaluated (Care Services Improvement 
Partnership et al., 2005). Whilst the definition of what constitutes a ‗recovery 
approach‘ is contested, there is a general consensus that a central tenet should be 
shared decision making - ‗no decision about me without me‘ (Department of Health, 
2010). Also, it has been argued that shared decision making in mental health is likely 
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to have a positive impact on promoting quality of life and achieving better health 
outcomes (South London and Maudsley NHS Foundation Trust and South West 
London and St George‘s Mental Health NHS Trust, 2010). Moving away from a 
medical model of care to one that promotes a recovery ethos involves acknowledging 
service users and carers as equal partners in decisions about planning and delivering 
mental health services (Wilson and Daly, 2007). However, as the Mental Health 
Foundation (2013) report argues, providing a more personalised service in mental 
health also involves building a workforce that ―has a truly participative and listening 
approach to patient care, as well as skills helping people who may lack capacity to 
make decisions‖ (p. 7). 
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4 Review of Mental Health Policy and Funding 
Arrangements 
4.1 Introduction 
The policy context for mental health interventions and the development of mental 
health services in Northern Ireland is complex and multi-faceted (Prior, 1993; QUB 
Budget Analysis Project, 2013). The situation in Northern Ireland is unusual in terms 
of:  
 the numbers of people experiencing mental health issues; 
 the social determinants of those mental health issues; 
 its integrated health and social care system; and 
 its lack, until relatively recently, of local systems of government positioned 
to develop locally appropriate solutions. 
There are multiple policy processes relevant to mental health issues in Northern 
Ireland, but this brief overview focuses only on the following key policy processes 
and their outcome documents. 
 The Bamford Review of Mental Health and Learning Disability (Northern 
Ireland) as the overarching vision for mental health services in Northern 
Ireland (see Bamford, 2005). 
 The Programme for Government 2011-2015 as the highest level political 
statement of policy priorities for mental health (see Northern Ireland 
Executive, 2012b).  
 The Transforming Your Care reform agenda for health and social care in  
Northern Ireland as the clearest statement of the challenges facing health and 
social care and the solutions needed to address these (see DHSSPS, 2011). 
 Funding for mental health. 
This overview outlines the policy content in each of these four policy areas with 
respect to mental health and identifies the key policies contained in them along with 
the funding issues they explicitly raised. It does not seek to evaluate the extent or 
effectiveness of the implementation of those policies in a comprehensive manner.  
36 
 
4.2 The Vision for the Future: The Bamford Review of Mental 
Health and Learning Disability (Northern Ireland) and the 
Response of the Northern Ireland Executive 
The Bamford Review of Mental Health and Learning Disability (Northern Ireland) 
was established in 2002 to carry out an independent and comprehensive review of 
the law, policy and provisions, which affected people with mental health needs or a 
learning disability in Northern Ireland. It completed its task on 16th August 2007
1
 
and its work resulted in a set of 11 published reports. Mental health organisations, 
mental health professionals, service users, and carers were involved in the overall 
work of the Bamford Review and through membership of its various committees. In 
October 2009, the DHSSPS published the final Response: Delivering the Bamford 
Vision: The Response of the Northern Ireland Executive to the Bamford Review of 
Mental Health and Learning Disability—Action Plan 2009-2011 (hereafter referred 
to as the Action Plan 2009-2011). 
The Action Plan 2009-2011 stressed that: 
Future services for mental health needed to support people to live as full a life 
as is possible through: 
 early intervention and support; 
 integrated care planning with the involvement of individuals, their families, 
and carers; 
 the promotion of independence, personal fulfilment and, where possible, 
recovery; 
 effective interagency working and partnership with community, voluntary 
and private sectors, appropriate to the needs of individuals; 
 the recognition of the needs of families and carers throughout the lifecycle of 
the individual and the importance of effective transition and succession 
planning, information, and advice; 
                                                 
1
 Material relating to the Bamford Review, including its ‗Terms of Reference‘ and the reports it 
published are available at dhsspsni.gov.uk/bamford 
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 development of services, including specialist services, which will be 
underpinned by standards outlined in mental health and learning disability 
service frameworks; and 
 a focus on performance improvement to ensure that the patient/client 
experience and the quality of care delivered to individuals, families, and 
carers is of the highest possible standard. (DHSSPS, 2009, pp. 6-7). 
4.3 Resourcing the Changes 
In its Report on Adult Mental Health Services, the Bamford Review (2005) had 
commented on what was needed to resource the changes. This is the most 
substantive comment on funding for mental health services in the published reports 
and is worth quoting in full: 
The programme of change that is required for adult mental health services in 
Northern Ireland represents major challenges at both regional and local levels. 
The proposals have major implications for future Health and Personal Social 
Services mental health revenue and capital investment programmes and for 
future estate requirements. With anticipated reorganisation and 
reconfiguration, local providers must ensure that resources follow service 
users. 
These changes cannot occur without protected investment from government to 
drive local service development. The need for additional investment is justified 
on a number of well recognised factors:  
 socio-economic deprivation in Northern Ireland is significantly higher than 
in Great Britain; 
 the rurality of our population distribution is contributing to higher costs; 
 the health of our population is generally poorer compared to Great Britain; 
 the link between deprivation and health and social care need is particularly 
strong in the mental health programme of care; 
 the aftermath of the troubles is still being experienced, for example, in terms 
of mental health problems and needs and this is likely to continue for many 
years; 
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 investment levels in mental health services have not kept pace with other 
areas of the UK and there are significant gaps in service provision; and 
 as a result of a general failure to replace or redevelop aging estate and to 
address a growing backlog across Northern Ireland, a significant capital 
investment in mental health services is required. 
This situation has arisen in the context of relatively low Health and Personal 
Social Services management and administrative costs compared with Great 
Britain. Although hospital productivity has doubled over the last ten years, the 
model of care in Northern Ireland is accepted to be too reliant on inpatient 
care. New funding needs to be matched by rigorous performance management 
at all levels to ensure the introduction of the essential new services and to 
secure a modern service, fit for the needs of our population in the early part of 
the 21st century.  
The Bamford Review recommends the establishment of a Mental Health 
Modernisation Programme, essentially a financial plan that brings together the 
service recommendations of the Strategic Framework and matches them with 
both the necessary funding streams and the performance milestones that will 
guide local investment (See Chapter Eight). 
The service elements that will require investment include:  
 User and Carer involvement and support; 
 Advocacy services; 
 Independent sector services; 
 Mental health promotion; 
 Primary care mental health services, including Early Intervention; 
 Community mental health services, including Community Mental Health 
Teams,  Home Treatment Teams, and Crisis Response teams; 
 General Hospital Psychiatric Liaison services, including Accident and 
Emergency (A&E) services; 
 Perinatal services; 
 Crisis services, including day hospital care; 
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 Services promoting recovery, including the needs of service users with 
challenging behaviour; 
 Dual Diagnosis services; 
 Community accommodation; 
 Homelessness support; 
 Day care, including prevocational training and employment; 
 Prescribed drugs; 
 Psychological Therapy services; 
 Specialist services, including services for people with eating disorders, 
people with acquired brain injury or progressive brain disease, personality 
disorders, psychological trauma, disorders of gender and sexuality, women 
with perinatal mental health problems, people with Asperger’s syndrome/ 
high functioning autism, and deaf people with mental health needs; and  
 Workforce training needs‘. (Bamford Review, 2005, pp. 138-140).  
4.4 Human Rights and Equality 
In commenting on human rights and equality principles, which lie at the centre of the 
Bamford Vision for law, policy and service delivery, the Human Rights and Equality 
Report was emphatic in calling for greater resources for mental health and learning 
disability as a human rights and equality issue (Bamford Review, 2006a). Human 
rights and equality were understood by the Bamford Review as the basis of its work, 
as the basis for the delivery of mental health services, and as the basis for the reform 
and increased resourcing of services.  
4.5 Forensic Services, Mental Health Issues in Older Age, Child 
and Adolescent Mental Health Services  
The Forensic Services Report consistently stresses the need for adequate resources 
for health and social care to be able to work efficiently and to full effect with the 
criminal justice system. (Bamford Review, 2006b, pp. 128-40). The need for 
investment to deliver on the recommendations of the Bamford Review was also 
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stressed in the Report on Mental Health Issues in Older Age (Bamford Review, 
2007b). 
The report on CAMHS stresses that within the overall allocation of resources to 
mental health, there is a lack of equity in terms of the share allocated to child and 
adolescent mental health whilst also acknowledging difficulties in determining 
exactly what resources were allocated to these services (Bamford Review, 2006c, p. 
63).  
The Bamford Review also expressed concern as regards how issues of effective use 
of resources can arise in the context of multiple programmes of care. Combined with 
issues of equitable allocation of resources based on accurate assessment of 
population need, the possibility of inequitable distribution of resources within the 
overall mental health budget is an important consideration. Any relative or absolute 
increase or decrease in spending could impact significantly in different ways within 
the different components of mental health provision. 
4.6 Evaluation of the Bamford Review Action Plan 2009-2011 
 An Evaluation of the Bamford Review Action Plan 2009-2011 identified the 
following key challenges in its delivery: 
 establishing a stepped care approach to service provision; 
 enhancing the range of options available to primary care professionals to deal 
with the mental health needs presenting to them; 
 improving access to psychological therapies; 
 streamlining access to all mental health services; 
 providing home-based care and support as the norm for the delivery of 
mental health services; 
 applying a systematic approach to enable the recovery of people with long-
term conditions; 
 building up the range of specialist mental health services required to meet 
need; and  
 re-designing and extending roles and retention of an effective workforce. 
(DHSSPS, 2012a, p. 7) 
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In the main, the quantifiable targets set for mental health actions were seen as being 
achieved (eight out of 11) (see Annex A, DHSSPS, 2012a). Of particular note is that 
re-direction of HSC funding towards community-based services (target 60% of HSC 
spend on mental health services should be on community services) was not achieved 
with mental health community funding in 2010/11 being 53%. Whilst all of the 
‗Mental Health Actions‘ have resource implications, the only actions that related 
directly to allocation of resources are those on the allocation of resources to 
community rather than hospital services. Such targets can of course be achieved even 
in the context of absolute or relative reduction, or both, in overall spend on mental 
health services as a whole. 
4.7 Delivering the Bamford Vision: Action Plan 2011-2015 
In November 2012, the DHSSPS published a second action plan, referred to here as 
Action Plan 2011-2015 (DHSSPS, 2012b). The tasks in this plan consist of: 
uncompleted actions carried forward from Action Plan 2009-2011; actions which 
were a consequence of completed actions from the Action Plan 2009-2011 (see 
DHSSPS 2012a); and new areas of work, including some highlighted in the 2008 
consultation on the Northern Ireland Executive‘s Response. The only action that 
relates directly to funding is to ‗Re-direct HSC funding towards community based 
services‘ (DHSSPS, 2012b, p. 57). This is to be led by the HSC Board and has the 
‗required output‘ that ‗60% of HSC spend on mental health services should be on 
community services by March 2015‘ (DHSSPS, 2012b, p. 57). There are no actions 
relating to a goal of overall HSC spend on mental health services. This is not 
surprising in the light of Action Plan 2011-2015 emphasizing that: 
‗…the actions in this Plan also take account of the financial outlook. Only 
actions which can be taken forward within the existing budgetary allocations 
are committed to in the Plan.‘ (DHSSPS, 2012b, p. 16). 
The current Bamford Action Plan finished in March and no evaluation has been 
published so it is likely that no decision has been taken on whether to extend it or 
not. This could allow a policy vacuum to develop and momentum and service 
developments, as overseen through the Bamford Monitoring group, may be lost. 
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4.8 Response of the Northern Ireland Executive to the Action Plan 
2011-2015  
In November 2013 the DHSSPS produced a Monitoring Report on delivery of the 
Action Plan 2011-2015 (DHSSPS, 2013). Sixty-three actions (83%) were coded 
green, meaning ‗on target‘; 13 actions (17%) were coded amber, meaning at 
risk/delayed; and none were coded red or unlikely to be achieved (DHSSPS, 2013, p. 
4). Some of the ‗amber‘ actions related to strategic areas such as mental health 
promotion, suicide prevention, and mental health/capacity law reform. With respect 
to mental health promotion and suicide prevention, the issue was related to the 
development and implementation of the relevant strategy.  
As Action Plan 2011-2015 does not contain any actions relating to a goal of overall 
HSC spend on mental health services, there is no monitoring of such spend in the 
report (see DHSSPS, 2012b). 
4.9 The Politics of Delivering Mental Health: The Programme for 
Government 2011-2015 
The Programme for Government 2011-2015 was endorsed by the Northern Ireland 
Assembly on 12 March 2012 (see Northern Ireland Executive, 2012b). It consists of 
a set of ‗Priorities‘, each with ‗Key Commitments‘ and associated ‗Milestones‘. 
Mental health features in the Programme for Government 2011-2015 in several 
places: 
Priority one relates to ‗Growing a Sustainable Economy and Investing in the 
Future‘ and this is stated to mean ‗acting to improve the mental health and 
wellbeing of our people.‘ (Northern Ireland Executive, 2012b, p. 30).  
The relevant ‗Key Commitment‘ is: 
Allocate an increasing percentage of the overall health budget to public health 
(DHSSPS) (This should contribute to society and the economy by tackling 
disadvantage.) (Northern Ireland Executive, 2012b, p. 35) 
This ‗Key Commitment‘ has an associated ‗Milestone‘ for ‗2012-13‘ to: 
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Strengthen the cross sectoral/cross departmental drive on improving health and 
mental wellbeing and reducing health inequalities by setting new policy 
direction and associated outcomes based on the most recent bodies of evidence 
available (Northern Ireland Executive, 2012b, p. 35). 
In spite of the ‗Milestone‘ for ‗2012-13‘ being to ‗Strengthen the … drive on 
improving health and mental wellbeing‘ (Northern Ireland Executive, 2012b, p. 36), 
mental health does not feature explicitly in the update. 
Priority two relates to ‗Creating Opportunities, Tackling Disadvantage, and 
Improving Health and Wellbeing‘ and is stated to mean ‗cross-departmental work to 
reduce suicides‘ (Northern Ireland Executive, 2012b, p. 36).  
Priority three relates to ‗Protecting Our People, the Environment and Creating Safer 
Communities‘. It is stated that this ‗focuses on making real improvements to 
people‘s health and wellbeing, both physically and mentally…‘ (Northern Ireland 
Executive, 2012b, p. 42). Further, that this means ‗improving health (mortality and 
morbidity) and wellbeing (including social inclusion and safeguarding)‘, and 
‗strengthening legal safeguards for people who lack capacity to take decisions 
themselves‘ (Northern Ireland Executive, 2012b, p. 42). Building blocks include 
‗Investing for Health‘ (p. 43). 
Priority five relates to ‗Delivering High Quality and Efficient Public Services‘ which 
means ‗improved access to services and information‘ (Northern Ireland Executive, 
2012b, p. 52). There are two relevant ‗Key Commitments‘: 
Improve patient and client outcomes and access to new treatments and services 
(DHSSPS) (Northern Ireland Executive, 2012b, p. 55).  
Reconfigure, reform and modernise the delivery of Health and Social Care 
services to improve the quality of patient care (DHSSPS) (Northern Ireland 
Executive, 2012b, p. 55). 
The ‗Milestones‘ in connection with this ‗Key Commitment‘ relate to Transforming 
Your Care: 
44 
 
2012-13: Development of a clear implementation and Population plan to 
ensure delivery of the new model of care as set out in the Transforming Your 
Care report. 
2013-14: As part of a shift in the delivery of services to primary and 
community settings reduce by 2013/14 the number of days patients stay in 
acute hospitals unnecessarily (excess bed days) by 10% compared with 
2011/12. 
2014-15: Secure a shift from hospital based services to community based 
services together with an appropriate shift in the share of funding in line with 
the recommendations of Transforming Your Care. (DHSSPS, 2013, p.55). 
From the above references, it is clear that mental health does not feature largely in 
the Programme for Government 2011-2015 nor does it have much presence in recent 
assessments of progress (see Northern Ireland Executive, 2012b). This is in spite of 
consultation responses on the Draft Programme for Government 2011-2015 having 
made clearer and more substantive points for inclusion (see Office of the Minister 
and Deputy First Minister, 2012). 
4.10 The Process of Securing Change: Transforming Your Care 
The Action Plan 2011- 2015 positions the Transforming Your Care policy agenda as 
a key context for further progression of the recommendations of the Bamford 
Review (see DHSSPS, 2011; 2012b). 
Transforming Your Care: A Review of Health and Social Care in Northern Ireland 
has many parallels with the Bamford Vision in respect of mental health and learning 
disability service provision and enhancement, including the following: 
 early intervention and health promotion; 
 a focus shift to community care; 
 promotion of recovery practices; 
 personalisation of care; 
 resettlement; 
 service user and carer involvement; 
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 advocacy; 
 provision of clearer information; and  
 respite provision (see DHSSPS, 2011). 
Transforming Your Care reflects the Bamford Vision, with both committed to 
delivering the best outcomes, increasing independence, choice and service 
improvements for people with mental ill health or a learning disability (DHSSPS, 
2011). This will enable accelerated service enhancement in line with the needs and 
expectations of service users and carers in a co-ordinated and consistent manner
2 
(DHSSPS, 2012b, p. 7).  
This is matched by the following comments in Transforming Your Care: ‗The 
Review heard nothing which challenged Bamford but did hear frustration at the 
speed of implementation.‘ (DHSSPS, 2011, p. 89). The reasons for required changes, 
and the key principles on which the review is based, cohere with the approach and 
strategic and long-term perspective taken by the Bamford Review. There were 
several direct references to mental health among the evidence presented in the 
‗Reasons for Change‘ section of Transforming Your Care. With respect to ‗Reason 6 
– Sustainability and quality of hospital services‘: 
―Investment in Mental Health, Learning Disability and Children and Family 
Services in NI is up to 30% less than in other parts of the UK because our 
model over consumes resource in hospital provision‖. (DHSSPS, 2011, p. 28). 
With respect to ‗Reason 8 – The need to meet the expectations of the people of NI 
[Northern Ireland]‘: 
There were positive comments about the existing service, 22.6% of the people 
interviewed in the omnibus survey, which was undertaken to inform the 
Review, stated that they were very satisfied with health and social care 
provision in NI and 54.8% were fairly satisfied. However, the Omnibus survey 
                                                 
2
 Many of the comments and recommendations throughout both Transforming Your Care (DHSSPS, 
2011), and Transforming Your Care: Strategic Implementation Plan (HSCB, 2013), have relevance to 
users of mental health services and their carers. However, these have not been analysed for their 
appropriateness and relevance for these particular groups. 
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results went on to highlight dissatisfaction with: … the quality of services for 
people with mental health problems and learning disabilities. … 
Access to Mental Health Services: 93% of people (in an online survey that was 
also undertaken to inform the Review) stated that improvement was required to 
the availability of mental health services (43% stated that a lot of improvement 
was required. … 
People with a Mental Health problem: 93% (88% online) felt improvement is 
required including 43% (28% online) who felt that a lot of improvement is 
required. (DHSSPS, 2011, p. 30) 
The ‗Future Model‘ articulated in Transforming Your Care outlines clear policy 
directions for the development of mental health services:  
―There will be a consistent approach to the provision of mental health services 
through the stepped care model, with most services being provided in the 
community by community mental health teams and voluntary and community 
sector partners.‖ (DHSSPS, 2011, p. 46).  
―Mental health treatment services will also be available at home, provided by 
Crisis Response and Home Treatment teams. This will result in reductions in 
inpatient care‖. (DHSSPS, 2011, p. 46).  
―An urgent care model will be implemented in every area to provide 24/7 
access to urgent care services. These services will be planned in accordance 
with local need. Whilst the model will take account of local circumstances, the 
outcomes will be consistent. The system of urgent care will ensure each 
community has local access to urgent health and social care services, variously 
provided by GPs, urgent care specialist nurses, mental health crisis response 
teams and emergency social workers.‖ (DHSSPS, 2011, p. 47). 
In terms of overall funding required, Transforming Your Care states that: 
―…it is estimated that transitional funding of approximately £25 million in the 
first year; £25 million in the second year; and £20 million in the third year will 
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be required to enable the new model of service to be implemented.‖ (DHSSPS, 
2011, p. 126).  
However, it provides no breakdown of how this should be allocated to the 
implementation of particular recommendations or sets of recommendations with 
respect to particular services. 
Transforming Your Care does note the reality of higher levels of need for such 
services in Northern Ireland and their connection to the legacy of the conflict: 
―Northern Ireland has higher mental health needs than other parts of the United 
Kingdom. Based on the Northern Ireland Health and Social Wellbeing Survey 
(2001), 24% of women and 17% of men in Northern Ireland have a mental 
health problem – over 20% higher than the rates in England or Scotland.‖ 
(DHSSPS, 2011, pp. 89-93). 
―Factors contributing to these rates include persistent levels of deprivation in 
some communities in Northern Ireland and the legacy of Northern Ireland‘s 
troubled history. For example, a recent study of the families of victims of 
Bloody Sunday found persistent effects of these traumatic events on the 
individuals concerned, with evidence of psychological distress still being 
found more than 30 years after the event.‖ (DHSSPS, 2011, pp. 89-93). 
―The incidence of suicide in Northern Ireland has been a particular concern in 
recent years. Suicide rates increased by 64% between 1999 and 2008, mostly 
as a result of the rise in suicides among young men. In 2008, 77% of all 
suicides were males and 72% were 15-34.‖ (DHSSPS, 2011, p. 89). 
4.11 Transforming Your Care Strategic Implementation Plan – 
October 2013  
The Transforming Your Care: Strategic Implementation Plan (hereafter referred to 
as Implementation Plan) provides little in the way of additional detail on mental 
health policy, focusing in the main on high level policy outcomes (Health & Social 
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Care Board (HSCB), 2013). As major initiatives and drivers of the transformation 
with respect to mental health, it envisages:  
 developing child and adolescent mental health services; 
 six admissions units, one in each of the five local areas plus one more unit in 
the Western area; 
 significant reduction in institutional care and the number of inpatient beds 
across the region by 2015; and 
 improved focus on community based treatment. (HSCB, 2013, p. 6) 
One of the ‗Key Proposals‘ identified in the Implementation Plan is: ‗Confirming the 
closure of long stay institutions in learning disability and mental health with more 
impetus into developing community services for these groups.‘ (HSCB, 2013, p. 14).  
The document also identifies the following ‗key commitments‘ within the mental 
health programme of care. 
 Mental health services will focus on their community teams‘ interface with 
primary and secondary care. The importance of ‗joined up‘ working was 
emphasised repeatedly in consultation responses relating to mental health 
services and all HSC organisations will continue to promote effective 
working between community services that are provided to people with mental 
health problems. The services will also explore the use of technology to aid 
mobile working and create a stronger network with primary and secondary 
care, enhancing home treatment models.  
 Across the region, there will be a focus on resettling those people in the 
community who are living in long stay hospitals. This will involve close 
working with voluntary sector providers.  
 Mental health services will ensure that no patient is required to live in a 
hospital after their treatment has been completed. Therefore mental health 
services providers will ensure the resettlement process for all people 
currently living in mental health hospitals has been completed by March 
2015.  
 As part of this community work, the teams will also seek to form closer 
working ties with the voluntary sector to integrate where possible, their 
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resources into the transformation initiatives and send service users to the 
most appropriate care provider.  
 In continuing to focus on personalised care of service users, increasing the 
uptake of self-directed and individual budgets can be achieved with the 
involvement and support of carers.  
 Carers play a well-established and critical part in the overall care and 
wellbeing of people with mental health needs. There will be continued and 
committed support for carers ensuring they have access to community-based 
interventions which enhance their quality of life, for example employability 
and emotional wellbeing.  
 Regionally there will be a reduction in the number of acute mental health 
inpatient beds over the next 3 to 5 years to a point on 31st March 2015 
where: 
- No patient will be living in a long stay mental health hospital setting. 
- 6 in-patient acute mental health units for those aged 18+ are to be 
developed. There would be one site in the Northern, Southern, South 
Eastern and Belfast areas, with two in the Western area. In order to 
reduce stigma and ensure there is good access to acute care, it is 
necessary to locate mental health hospitals close to acute hospital 
provision, recognising that this may not be possible in all 
circumstances.  
 – Following the range of views expressed during the public consultation 
on the proposals for the location of the in-patient acute mental health 
units in the Western area, further consideration is to be given to this 
matter through the completion of a Business Case looking at a range of 
options. This will be completed before a final decision is made by the 
Minister on where the second unit will be located.    
 Regionally the CAMHS service will focus on developing its service. It will 
implement the Regulation and Quality Improvement Authority (RQIA) 
recommendations in relation to CAMHS. This will involve cross boundary 
cooperation. 
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  LCGs [Local Commissioning Groups] will continue to tackle suicide 
through implementation of the Refreshed Protect Life Strategy 2012 
 The transformation of mental health care will be progressed through the 
implementation of the stepped care model, the Mental Health Services 
Framework, Regional Psychological Therapy Strategy and related NICE 
[National Institute for Health and Care Excellence] Guidance. These have 
been designed to enable the reorganisation of services across the primary, 
community, and secondary care systems by matching service intervention 
with a person‘s presenting needs. Integral to the model is the emphasis on 
prevention, early intervention and the development of integrated care 
pathways which will simplify and promote better access to care across each 
LCG locality. 
 Improving access to psychological therapy is a fundamental component of 
recovery and is critical to the successful implementation of the Stepped Care 
Model for people with common mental health problems. It is within this 
context that each LCG locality will establish a dedicated Primary Care 
Psychological Therapy Service with the capacity to provide through a single 
gateway, facilitated self-help, group therapy, and/or one-to-one counselling 
or Cognitive Behavioural Therapy for common mental health problems.  
 Substance misuse services will implement existing Health Improvement 
strategies which aim to increase population awareness of alcohol/substance 
misuse related harm in partnership with community and voluntary sector. 
LCG Localities will support the implementation of the regional Integrated 
Care Pathway for substance misuse and ensure practice reflects such care 
across steps 3 and 4. This will also involve working with primary care and 
other community based services to undertake agreed ‗screening and brief 
intervention‘ programmes.  
 Advocacy services‘ standards will be improved in line with the 2012 
Guidance for Commissioners. Services will be in place to provide support for 
women with serious psychiatric conditions in pregnancy and the post-partum 
period (HSCB, 2013, pp. 38-39). 
Further relevant key commitments are articulated within ‗Family and child care‘  
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 Develop Child and Adolescent Mental Health Services: reduce the number of 
children waiting for service and a reduction in waiting times.  
 Increase availability of emergency CAMHS cover to avoid acute admissions.  
 Child and Adolescent Mental Health services will continue to implement the 
recommendations outlined in the RQIA CAMHS review (February 2011) and 
the DHSSPS Policy Guidance ‗Child and Adolescent Mental Health 
Services: A Service Model‘ (July 2012). This guidance provides a basis for 
reshaping service provision and will require each LCG locality to establish a 
Primary Mental Health Team and Crisis Resolution and Intensive Treatment 
Teams as part of CAMHS service provision. Trusts will also be required to 
take steps that further integrate CAMHS, Child Development and 
Behavioural Services into a more coherent system of care (HSCB, 2013, p. 
42). 
4.12 Mental health and the issue of resources: Current context  
The vision for mental health services of the Bamford Review (2005), the high level 
political commitments of the Northern Ireland Programme for Government 
(Northern Ireland Executive, 2012b), and the agenda for reform of health and social 
care provision in Northern Ireland of Transforming Your Care (DHSSPS, 2011)  
have created a complex policy nexus for mental health in Northern Ireland. In 
considering issues of the resources allocated to the delivery of these policy agendas, 
the complex matrix of need, unmet need, and delivery of services are added factors. 
Measuring a lack of ‗parity of esteem‘ between mental and physical health with 
respect to indicators such as excess mortality, the burden of disease, and the 
‗treatment gap‘ further complicates any attempt to assess the overall ‗adequacy‘ of 
funding for mental health services (Houses of Parliament Parliamentary Office of 
Science and Technology, 2015). 
Measuring the amount and impact of expenditure on ‗mental health‘ and its 
trajectory over time is not a simple task. At any given moment, resources will have 
been spent by a range of government departments in Northern Ireland and across a 
range of programmes of care through DHSSPS to both statutory and voluntary sector 
organisations. For example, in March 2012, the DSD (Department for Social 
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Development) Supporting People Programme provided 107 accommodation-based 
services (providing 1,064 units of accommodation), at a combined contract value of 
£9.87 million. In addition, there were 10 ‗floating support‘ schemes of a combined 
contract value of £622 k. The 2012/13 budget for existing services was £10.49 
million (Northern Ireland Housing Executive, 2012, p. 31). Support for people with 
mental health issues represents 7.5% of contracted Supporting People units and 
16.8% of the Supporting People budget (Northern Ireland Housing Executive, 2012, 
p. 31).  
There are a number of funding sources apart from DHSSPS, such as the European 
Social Fund or government employment programmes managed by the Department of 
Employment and Learning (DEL), to support people with mental health issues into 
employment. These provide a variety of impacts but are not considered here. The 
largest amount of mental health expenditure comes through DHSSPS and that 
Department is therefore the focus of this section. 
When seeking to compare levels of spend over time, there are additional 
complexities. Increased money allocated must be assessed in the changing contexts 
of demographics, real need, and real value of money spent given varying rates of 
inflation. Any policy analysis of funding for mental health services in Northern 
Ireland is thus necessarily limited by the constraints outlined above.  
Securing a sustainable budget for health and social care in Northern Ireland has been 
a matter of increasing political contention and it has been high on the political 
agenda and in its media profile. Whilst there is a strong economic case for 
investment in mental health services (Centre for Economic Performance, 2012; 
Knapp et al., 2011), this case has not been fully accepted as reflected in actual health 
spending decision-making in Northern Ireland. In the current climate for public 
finances, it is difficult to envisage how such investment might actually be secured in 
budgetary or political terms. 
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4.13 Historical Spend on Mental Health in Northern Ireland 
The DHSSPS provided this project with information about mental health expenditure 
in Northern Ireland obtained from the HSC Board. The figures for mental health 
expenditure have been taken from Trust Financial Return (TFR) reports. These 
reports capture Trust expenditure for the current year, but there are some points that 
should be kept in mind when reviewing this information and analysing its 
significance.  
The TFR report does not take account of the full expenditure on health and social 
care. There is also expenditure incurred by the HSCB or Public Health Agency 
(PHA) on the provision of services other than by each Trust in Northern Ireland, for 
example: 
 Extra contractual referral (ECR) expenditure for patients referred to 
services in Great Britain and the Republic of Ireland (mental health 
services are represented in such arrangements); and 
 PHA and HSCB expenditure on grants to voluntary sector organisations 
(including Lifeline, Protect Life, health promotion and other mental 
health specific activities). 
It is also important to note that the TFR totals may fail to capture the full picture or 
may capture expenditure in a potentially misleading way. The TFR only captures the 
in-year impact of funding for services; the full year effect on total annual 
expenditure of new services may not be captured if services are implemented part 
way through the year. Furthermore, the TFR captures non-recurrent funding that may 
have been given in-year to address pressures in a Trust (e.g. ‗winter pressure‘ or 
‗waiting list‘ funding initiatives). These are less likely to be in mental health services 
than some other programmes of care, but might affect comparisons with other 
programmes of care.  
Trusts complete the TFR returns on a fully costed methodology that incorporates 
fixed, variable, and overhead costs. Within mental health services, people have been 
resettled from long-stay mental health hospital wards to community facilities. The 
older hospital buildings that provided care services have, in the past, attracted a 
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larger proportion of corporate overheads (e.g. costs of central administrative 
departments such as human resources, finance, chief executive‘s office, corporate 
services etc.). However, as these buildings are becoming vacant with ward closures, 
the share of corporate overheads that was assigned to these buildings is being 
reassigned to other services and other programmes of care, and may no longer be 
within the expenditure of the mental health programme of care. A reduction in 
expenditure may therefore be consequent on this shift in overhead allocation but this, 
in reality, does not mean a reduction in expenditure on actual delivery of services. If 
overheads in the voluntary sector were to be lower than in the statutory sector, then a 
shift of services to the voluntary sector might also produce a similar effect on the 
headline figures for overall expenditure. 
There was a real terms increase in mental health expenditure from £221.15 million in 
2007/08 to £233.78 million in 2013/14 (see Table 4.1). The pattern of expenditure 
over this period was not one of steady increase; there was a significant increase in 
2008/09 and then steady, albeit marginal, decreases thereafter until 2013/14. From 
2007/08 to 2013/14 there was an overall increase of 5.7% in expenditure on mental 
health by the Trusts. The per capita spend by Trusts on mental health also increased 
significantly in 2008/09 and then experienced marginal decreases. Overall per capita 
spend by Trusts was 1.8% higher in 2013/14 than it was in 2007/08.  
The share of overall health expenditure received by mental health did not change 
significantly between 2004/05 (8.0%) and 2009/10 (8.2%), although it did dip as low 
as 7.3% in 2007/08. (QUB Budget Analysis Project, 2013).  In contrast with an 
earlier figure for 2002/03, this shows a decline of 9.3% of total spend:  
‗This is significantly lower than the corresponding figure of 11.8 per cent in 
England. To match the English share, spending on mental health services in 
Northern Ireland would need to rise by £60.2 million, an increase of 26.3 per 
cent‘ (Northern Ireland Association for Mental Health, 2004, p. 9)  
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Table 4.1. Expenditure of HSC Trusts on Mental Health: Key Statistics 
(2013/2014 Pay and Price Levels)
3
 
 2007/ 
08 
2008/ 
09 
2009/ 
10 
2010/ 
11 
2011/ 
12 
2012/ 
13 
2013/ 
14 
Mental health 
expenditure (£m)   
221.15 243.60 240.72 238.58 235.54 233.79 233.78 
Annual increase 
(%) 
- 10.2% -1.2% -0.9% -1.3% -0.7% 0.0% 
Per capita (£) 125.53 136.92 134.23 132.19 129.82 128.20 127.77 
Per capita annual 
increase (%) 
- 9.1% -2.0% -1.5% -1.8% -1.3% -0.3% 
The ‗McKinsey Report‘ documents a stark contrast in terms of spending on mental 
health and learning disability compared to England: 
When our region‘s higher levels of deprivation and social need are taken into 
account, Northern Ireland‘s health and social care system spends 7-16% less 
than England on health and social care – equivalent to between ~£250 million 
and ~£600 million in 2009/10.  In particular we spend less than half of 
England‘s per capita spend on supporting people with mental health problems 
and learning disabilities (DHSSPS, 2010, p. 14).  
Internationally, it is recognised that whilst mental health spending has generally been 
rising, there are particular challenges that mean this is not necessarily sufficient in 
the current global economic context. In OECD countries
4
 mental health spending is:  
between 5% and 18% of total health expenditure (in countries that are able to 
break down total spending). But treating unmet need remains a significant 
issue. It could even be argued that spending on mental health is too low, given 
                                                 
3
 Information provided by DHSSPS. 
4
 The Organisation for Economic Cooperation and Development (OECD) has 34 member countries 
from across the world. See http://www.oecd.org/ 
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its large overall economic and social burden. For example, mental illness is 
responsible for 23% of England‘s total burden of disease, but receives 13% of 
the National Health Service health expenditure… 
The current economic crisis affecting many OECD nations makes effective 
mental health policy even more urgent. Several countries have imposed 
austerity measures in health and welfare, at a time when the economic crisis is 
likely to negatively affect mental health in the form of insecurity, anxiety and 
depression. Bleak economic conditions make the need to invest wisely in 
mental health, and to make good resource allocation choices, all the more 
pertinent.  (OECD, 2014, p. 2).  
The percentage of overall health expenditure on mental health in Northern Ireland in 
2009/10 of 8.2% is clearly towards the lower end of the international range identified 
by the OECD.  
Section 3 of the Action Plan 2011-2015 (DHSSPS, 2012b), under the heading 
‗Challenges ahead‘, comments on issues of finance (paragraphs 3.3 to 3.14), 
including proposed and actual additional funding for mental health as laid out in 
Table 4.2. Specifically, the Action Plan comments that ‗the widespread constraints in 
public spending in 2010/11 impacted on the amounts planned for mental health‘ and 
that the amount allocated to mental health was reduced from the proposed £27 
million to an actual sum of £17.1 million (DHSSPS, 2012b, p. 11). 
It is clear from Table 4.2 that over the period from 2008/09 to 2013/14 there was a 
variation in the actual additional funding for mental health each year between £1.9 
million and £12.40 million. In 2010/11 there was significantly less spend than had 
been proposed. In other years the proposed additional spend was either delivered or 
delivered with a marginal shortfall. The proposed and achieved additional spend in 
recent years has increased again, but has not reached the additional investment of 
over £12 million, which was proposed in 2008/09 and 2010/11. This significantly 
greater additional investment in mental health was almost achieved in 2008/09, 
coming in the period following the completion of the Bamford Review in 2007. It 
was not achieved in 2010/11 where the shortfall compared to the proposal was £9.60 
million. In 2012/13 (£6.5 million) and 2013/14 (£5 million), what were perhaps more 
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realistic targets for additional spend were set and met in terms of actual spend. 
Overall, since 2008/09 there has been actual additional funding for mental health in 
every year through to 2013/14 with a total amount of additional funding over this 
period of £28.6 million. However, this is £9.9 million less than had been proposed 
over the period. There has been significant increase in expenditure on mental health, 
but not as significant an increase as had been intended.  
Table 4.2. DHSSPS Proposed and Actual Additional Funding for Mental Health 
2008/09 to 2013/14
5 
M: million. 
The figures in the Table 4.3 show that actual spend on mental health services 
increased over this period. The 19.5% increase in spend does not take account of the 
impact of inflation. By way of comparison over a different period, actual expenditure 
on mental health rose by 30.3% between 2004/05 and 2009/10 as documented in a 
Northern Ireland Assembly Research Report (Pidgeon, 2011). Pidgeon‘s Report 
shows that the increase in mental health expenditure was smaller than the increase in 
                                                 
5
 The figures for 2008/09 to 2010/11 were taken from DHSSPS, 2012b, p. 12. The DHSSPS has 
helpfully provided this project with an update to the table to cover through to 2013/14. However, the 
project has been advised the figures are not necessarily reflective of the full picture of mental health 
spend.  
 
2008/09 
(£m)  
2009/10 
(£m)  
2010/11 
(£m)  
2012/13 
(£m)  
2013/14 
(£m)  
TOTAL 
2008/09 - 
2013/14 
(£m) 
Proposed 
spend  
12.75 1.85 12.40 6.5 5.0 38.5 
Actual 
spend  
12.40  1.90 2.80 6.5 5.0 28.6 
 Difference  0.35 less 0.05 
more  
9.60 less 0 0 9.90 less 
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all other programmes of care
6
 with the exception of Elderly Care (27.4%). The 
increase in mental health expenditure was also less than the percentage increase in 
total expenditure (41.9%). 
It is evident that resources have shifted from spend on hospital care to community 
care. In keeping with the Bamford Review‘s call for a move to 60% spend on 
community services
7
, there has been a significant movement in that direction with a 
drop in the proportion of total hospital spend from 49.0% to 44.6%. In Northern 
Ireland in 2011/12 mental health hospital spend was about 45% of total mental 
health expenditure. By way of comparison
8
, in England in 2011 mental hospital 
expenditures were 30.92% of the total mental health budget. In Iceland in 2011 
mental health hospital expenditures were 53.05% of the total mental health budget. 
In Japan, mental health hospital expenditures were 76.12% of the total mental health 
budget. It is difficult to draw any substantive conclusion from such comparison and 
the differences in proportion of spend could be explained by a number of factors, 
including an overall under resourcing of mental health services. For example, in 
Japan mental health expenditures by the government health department/ministry is 
4.94% of the total health budget. Hospital expenditure could thus be high as a 
proportion of total spend because only relatively acute mental health care is 
provided.     
 
                                                 
6
 These range from a 136.2% increase for Primary Health and Adult Community, to a 47.8% increase 
on acute services, and a 37.8% increase on Physical and Sensory Disability. 
7
 Bamford Review (2005, p. 45) ‗The present balance of resource spend is approximately 60% on 
hospital services and 40% on community services. The recommended developments in community 
services should be reflected in a reversal of this balance of expenditure within 10 years of 
implementation of the Strategic Framework‘. 
8
 World Health Organisation, Mental Health Atlas 2011. Available at: 
http://www.who.int/mental_health/evidence/atlas/profiles/en/#U 
  
 
Table 4.3. Mental Health Expenditure 2007/08 to 2013/14
9
 
  2007/08 (£m) 2008 09 (£m) 2009/10 (£m) 2010/11 (£m) 2011/12 (£m) 2012/13 (£m) 2013/14 (£m) 
Hospital 95.81 
(49.0%) 
109.49 
(49.4%) 
107.04 
(47.7%) 
103.46 
(45.4%) 
101.90 
(44.8%) 
104.75 
(45.6%) 
104.18 
(44.6%) 
Community and 
social services 
99.88 
(51.0%) 
111.96 
(50.6%) 
117.26 
(52.3%) 
124.54 
(54.6%) 
125.55 
(55.2%) 
125.10 
(54.4%) 
129.60 
(55.4%) 
Total actual spend 195.69 
(100%) 
221.45 
(100%) 
224.30 
(100%) 
228.00 
(100%) 
227.45 
(100%) 
229.85 
(100%) 
233.78 
(100%) 
                                                 
9
 This table has been updated with data for 2011/12, 2012/13 and 2013/14, provided by DHSSPS. 
  
 
4.14 Financial Challenges Facing DHSSPS in 2014/15  
In considering the additional expenditure needed to deliver the Bamford Vision and 
the Transforming Your Care reform agenda, the essential context is that DHSSPS is 
facing considerable financial difficulties in terms of meeting existing commitments. 
A Briefing Paper for Health Committee (2014)
10
 presents a striking overview of the 
recent financial position of the DHSSPS: 
1. The scale of the financial challenge facing DHSSPS in 2014/15 can be 
summarised as follows: 
o DHSSPS requires additional funding of £420 million in order to meet 
all identified costs of existing policies and expectations. 
o However, the Executive's planned increase to the DHSSPS budget 
amounts to £90 million. 
o In addition to this, savings of £170 million have been identified by 
DHSSPS. 
o Which means that a funding gap of £160 million still needs to be 
resolved. 
Table 4.4, which is drawn from the Briefing Paper: 
sets out the DHSSPS allocation across the current budget period‘. The table 
highlights that whilst the Department's allocation increases each year over the 
Budget period, these uplifts have to fund inflationary cost pressures, 
demography pressures from an increasing and ageing population and the cost 
pressures associated with new treatments and patient expectations (DHSSPS, 
2014, http://www.dhsspsni.gov.uk/index/statements-minister/statements-
minister-2014/fo2014-15.htm).  
The Briefing Paper explicitly identified continuing mental health resettlements as a 
key pressure in 2014/15.  
                                                 
10
 Department of Health, Social Services and Public Safety ‗Briefing Paper for Health Committee 
DHSSPS Financial Position in 2014/15‘. Available at: http://www.dhsspsni.gov.uk/index/statements-
minister/statements-minister-2014/fo2014-15.htm  
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Table 4.4. ‘Budget 2011 - 2015 Settlement’  
 2011/12 
£m 
2012/13 
£m 
2013/14 
£m 
2014/15 
£m 
Current expenditure  4,838.1 4,447.6 4,569.2 4,659.4 
% Uplift  - 1.5% 2.7% 2.0% 
Real terms % (updated at April 
2014) 
 - -0.3% 0.9% -0.2% 
Taken from: Department of Health, Social Services and Public Safety (2014) Briefing Paper for 
Health Committee DHSSPS Financial Position in 2014/15. Available at: 
http://www.dhsspsni.gov.uk/index/statements-minister/statements-minister-2014/fo2014-15.htm 
4.15 DHSSPS Consultation on Draft Budget – November 2014 
As part of the process of development of the Northern Ireland Executive Budget, the 
DHSSPS consulted on a Draft Budget 2015/16 (DHSSPS, 2014b). This was an 
assessment of the implications of the Executive Draft Budget (which was consulted 
on separately) for potential impact on DHSSPS service delivery, patients, and clients 
(see DHSSPS, 2014b). The DHSSPS Draft Budget identified potential savings and 
cost reductions of £164 million, but was clear that this ‗does not allow for the 
funding of new service developments in 2015/16‘, which were estimated to cost 
£110 million (DHSSPS, 2014b, p. 12). Mental health and Transforming Your Care 
transitional funding were expressly identified as an area of pressure with respect to 
new service developments (see DHSSPS, 2011; HSCB, 2013). It was the assessment 
of the DHSSPS that ‗the £110m [million] of service developments are unaffordable 
under the current draft Budget scenario and that the Executive would need to identify 
additional funding as part of the final Budget to enable them to be taken forward‘ 
(DHSSPS, 2014b, p. 12).  
In terms of DHSSPS capital requirements (given work that is already contractually 
committed, high priority projects, new projects and recurrent expenditure), the 
DHSSPS considered there to be a considerable shortfall. For DHSSPS, the proposed 
2015-16 capital budget represented an overall shortfall of £50 million. (DHSSPS, 
2014b, pp. 13-14). This shortfall would mean that a number of high priority projects 
62 
 
not yet contractually committed would be delayed by three to six months and no new 
projects planned to commence in 2015/16 could proceed. The DHSSPS (2014b) 
Draft Budget 2015/16 Consultation explicitly claimed that this would have a 
negative impact on the delivery of the following. 
 The Belfast City Hospital Mental Health Inpatient unit. 
 The South Eastern Health and Social Care Trust (SEHSCT) new Mental 
Health Unit. 
 Western area second Mental Health Unit. 
4.16 Northern Ireland Executive Budget 2015-2016: Implications 
for Service Development 
In the absence of a formal Programme for Government that would cover the 2015-16 
financial year, the Northern Ireland Executive agreed that the final budget for 2015-
2016 would be predicated on a carry forward of the five key priorities outlined in 
The Programme for Government 2011-2015. In the Budget 2015-16, ‗these priorities 
have influenced the Executive‘s key plans for 2015-16 and guided the final 
departmental outcomes‘ (Northern Ireland Executive, 2015, p. 34). Thus, there is a 
continuity of policy positions carried forward, which are now to be delivered in the 
new budgetary situation. The Budget 2015-2016 does not protect the funding of any 
specific department(s), but does provide some protection for front-line health 
services.  
For health this has been derived by exempting front-line health and social care 
from the baseline reductions facing other departments. Additional allocations 
of £204 million were also provided, resulting in a Final Budget outcome for 
Department of Health, Social Services and Public Safety which is some 3.4 per 
cent higher than the baseline position (Northern Ireland Executive, 2015, p. 
37). 
It is important to note that this 3.4% increase might well be offset by a net increase 
in population or an increase in the real need for front-line health services (e.g. by an 
aging population), or both. Thus, in terms of spend, which is at the discretion of the 
DHSSP (non-ring-fenced resource DEL (Departmental Expenditure Limits)), there 
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has been an increase of 3.4% from £4,542.7 million to £4,697.9 million (Northern 
Ireland Executive, 2015, p. 37). This increase for DHSSPS is in the overall context 
of a decrease in the non-ring-fenced DEL of 1.4% coming to Northern Ireland from 
HM (Her Majesty‘s) Treasury (Northern Ireland Executive, 2015, p. 25). Forty-six 
per cent of Northern Ireland‘s non-ring-fenced resource DEL budget goes to 
DHSSPS (Northern Ireland Executive, 2015, p. 41). 
In terms of the individual Departmental budget outcome for DHSSPS, it is stated 
that: ‗The scale of the financial challenge facing the Department and the HSC in 
2015-16 is both significant and unprecedented.‘ (Northern Ireland Executive, 2015, 
p. 96). It is abundantly clear that the resources needed for implementing the Bamford 
Vision, and a Transforming Your Care change process in keeping with it, are not 
forthcoming in the 2015/16 period insofar as these require new service 
developments. Nonetheless, the Budget 2015-16 states that there will be ‗a focus on 
making progress on key reforms, including those being taken forward under TYC 
[Transforming Your Care]‘, but only ‗within the resources available‘ (Northern 
Ireland Executive, 2015, p. 96). There is explicit recognition of a radically changed 
financial situation for health and social care in Northern Ireland, yet this is not 
matched by a re-evaluation of the resources available to bring about change nor of 
how those resources might now be secured. 
The breakdown of spending areas within DHSSPS, which is provided in the 
Northern Ireland Executive Budget, does not contain specific information with 
respect to mental health (Northern Ireland Executive, 2015, pp. 100-102). In terms of 
the impact of the DHSSPS Budget Outcome on service delivery, there are 
nonetheless explicit commitments to continue certain key areas of work in relation to 
mental health, including mental health promotion and the Mental Capacity Bill 
(Northern Ireland Executive, 2015, pp. 94 and 96). In terms of capital spend, the plan 
is that major projects will be managed within the available budget. (Northern Ireland 
Executive, 2015, p. 97).  
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4.17 Conclusion 
At a strategic level Transforming Your Care is currently the cornerstone of mental 
health policy in Northern Ireland, and in the main, its proposals cohere with the 
recommendations of the Bamford Review in terms of its direction of travel.  
However there is uncertainty over the future of Bamford monitoring arrangements 
and this could lead to loss of momentum and focus for change. Although TYC 
proposes major changes to the health and social care system in Northern Ireland, the 
process itself is relatively silent on changes to funding necessary to deliver change in 
an equitable manner which addresses long-term structural issues of resource 
allocation to mental health services as identified by the Bamford Review.  
 
This review of funding arrangements demonstrates there is a need for greater clarity 
around the levels of mental health need in Northern Ireland, what levels and kind of 
expenditure would meet that need, and how progress towards achieving this might be 
most accurately indicated. In TYC there has been no explicit recognition of historical 
underfunding of mental health services within overall health and social care funding, 
yet it was previously claimed by the Minister for Health that ―we have a 20% smaller 
spend pro rata than in England, but a 25% greater need‖ (Michael McGimpsey, NI 
Assembly, 3.00pm, 12
th
 October 2010). Over the period 2008-2014 actual spend on 
mental health by Trusts has been around 25% less than that proposed.  
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5 Findings 
5.1 Analysis of Themes 
This section presents an analysis of mental health services under four broad 
categories: Strengths, limitations and challenges, Troubles-related issues in the 
Northern Ireland context, and priorities for further development. Within these 
categories, the report identifies key themes arising from the evaluation based on all 
of the data gathered from respondents. Each key theme is presented with quotes that 
are linked to and support the theme identified. The aim was to identify the main 
issues that different stakeholder groups felt were significant in current service 
provision and to highlight key priorities for improving services.  
5.2 Strengths of Mental Health Services in Northern Ireland 
Individual interviews and focus groups meetings with stakeholders generated a wide 
range of responses in relation to the question about the strengths of mental health 
service provision. 
5.2.1 Further Development of Care in the Community   
There was a clear consensus from the consultation with commissioners that the most 
significant development during the past decade had been the move away from long-
stay care in hospitals to a mental health service that was primarily based on care in 
the community. It was acknowledged that the development of community services 
had required significant financial investment but had resulted in major benefits for 
service users. As a result of this investment, commissioners felt there had been a 
change in public perceptions about the type of care and support now expected from 
mental health services: 
―People no longer live in mental health hospitals … that practice has ended. 
There is an expectation that people will get the assessment, treatment, support 
they require in the community‖ (mental health commissioner). 
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Mental health professionals also identified the move away from hospital care among 
the main strengths of the current system: 
―We‘re moving away from the asylum model of care further and further and 
that can only be a good thing‖ (mental health professional, statutory sector). 
It was acknowledged that the Bamford Review had been the primary catalyst in 
driving the extensive change process in mental health services and it was generally 
felt that much had been achieved as a result of this process: 
―If we held ourselves up against the Bamford Action Plan I think we have done 
quite a number of things we have said we would do … Resettlement is a good 
example of that, significant investment in severe and enduring mental illness 
… service user engagement‖ (mental health commissioner). 
In contrast to the detrimental impact of long-term hospital care, both commissioners 
and professionals highlighted the positive benefits for service users that had resulted 
from the development of community-based services: 
―The longer-term care patients have now all been moved to supported housing 
in the community – the tenants have really blossomed in terms of their 
independence, self-esteem, and self-efficacy‖ (mental health commissioner). 
―Part of the difficulty ten years ago was that patients were kept in … whereas 
they are more inclined to use home treatment … get on in the real world‖ 
(mental health professional, statutory sector). 
Many service users also presented a positive view of their experience of current 
mental health services in the community and contrasted this with their past 
experience of institutional care: 
―Before, you were just doped with medication, sent away, locked away, you 
were too much trouble‖ (service user). 
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5.2.2 Professional Qualities and the Importance of Relationships  
Service users and carers highly valued the quality of inter-personal relationships with 
professional staff involved in their care. Having professionals who listened to them 
was identified by service users as among the most important strengths of the care and 
support they received. The following comment was typical: 
―Being listened too, if you get the right person to listen, rather than just giving 
tablets‖ (service user). 
Carers also highlighted the demonstration of person-centred qualities by 
professionals, including taking time to listen, to show empathy, to essentially 
recognise the role of carers and the fact they often lived with the family member on a 
continuing basis, as necessary and validating in making a fundamental difference to 
their lives: 
―… an understanding that the carer knows the person. That‘s the person who is 
spending time with their loved one … to me, that is the difference between 
things breaking down and stuff being prevented‖ (carer).  
―Talking, it is always a good thing to have somewhere to go and feel "normal" 
(carer). 
Having opportunities to engage with their peers in support groups and through other 
activities were invaluable to service workers, as was the support of family and 
friends: 
―In my experience, the treatment I have received comes from what I have 
observed of others in self-help groups and friends/family‖ (service user). 
5.2.3 Range and Quality of Community-Based Services 
Feedback from all stakeholder groups highlighted the range and quality of 
community-based provision, including therapeutic services (when available) as a 
significant strength of mental health provision in Northern Ireland. For example, one 
service user made the following comment: 
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―I took part in cognitive behaviour therapy alongside some exercise and diet 
work as part of a course … in ‗X area‘. This ‗one-on-one‘ approach really 
allowed me to fully explore my negative feelings and behaviours, and the 
dedicated support meant even when I got overwhelmed I never felt like I was 
lost, I never felt like giving up‖ (service user). 
Similarly, commissioners identified that one of the main strengths of the current 
system of mental health provision was the greater range of statutory sector, specialist 
community-based services now available to meet a range of diverse needs: 
―Now we have many different types of community mental health teams … 
crisis response, home treatment teams, rehabilitation teams, eating disorders, 
services for people with personality disorders, and forensic services‖ (mental 
health commissioner). 
Several carers highlighted the importance of home visits from professionals as it 
enabled them to see the family member in their ‗lived situation‘, appreciate the 
constraints and challenges facing the carers, and apprehend the contextual factors 
impinging on the situation. For carers, home visits indicated that the professional 
was willing to go the extra mile, to be proactive and person-centred. An added 
benefit of home visits was that it avoided the stress and associated memories of 
going to the hospital. One carer was clearly very grateful for the professional‘s 
willingness to see her and her son in their home environment: 
―And he would do home visits, which I thought was great, particularly when 
‗A‘ was really unwell. Mr ‗B‘ was great and he used to understand. And he 
would say to me, the stress that you and your husband are under to get him to 
go to the hospital, I will come out to the house. And he used to come out to the 
house, like once a fortnight‖ (carer). 
5.2.4 Service User and Carer Involvement  
The development of service user and carer involvement at all levels was universally 
viewed by mental health commissioners as one of the most significant achievements 
in the development of mental health services during the past decade:  
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―We are moving much more towards the ‗no decision about me without me 
approach‘ … That has allowed us to radically re-shape the provision of mental 
health care … the service user has been at the core of that‖ (mental health 
commissioner). 
Commissioners highlighted that particular progress had been made in developing 
service user involvement in the planning and commissioning of services. One 
commissioner, for example, commenting on the impact and positive contribution of 
service users and carers to the Trust‘s senior management group, observed that this 
engagement had not been without its challenges for professional staff: 
―It has led to some significant changes that have been led by service users and 
carers that we may not necessarily have taken forward as a priority … it has 
changed how we do business and how we conduct business … we think more 
carefully about the language we use … the NHS mental health speak that is 
quite a secretive language to mental health professionals‖ (mental health 
commissioner). 
Feedback from service users generally indicated that they felt they now ‗had a voice‘ 
within the wider system, attributing this, in large part, to the support of professional 
key worker staff. Professional staff also highlighted that the active involvement of 
service users as peer advocates had been a major development in the mental health 
care system:  
―One of the big successes is the use of patient advocates … that‘s been 
fantastic … works really well‖ (mental health professional, statutory sector). 
Service users were also very positive about peer support from others who had 
experienced what they had experienced and therefore could empathise accurately and 
induce a sense of not being alone: 
―You can bounce off people in here. You can learn how to cope from 
others‖ (service user). 
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―I found CBT [cognitive behavioural therapy] didn‘t do me any good 
… I found talking to other people … bouncing off each other good‖ 
(service user). 
5.2.5 Development of a Recovery Approach 
Both mental health commissioners and professional staff felt significant progress had 
been made towards developing a recovery-based orientation in mental health 
services. Commissioners identified the importance of the ImROC process and 
highlighted positive developments resulting from this initiative that had taken place 
in both statutory and voluntary sector organisations. Whilst the development of 
Recovery Colleges was also viewed as a catalyst for change, it was felt that funding 
for these developments needed to be provided on a more permanent basis: 
―There‘s new thinking, people talk now more about recovery rather than just 
treatment … the language is different and that kind of training has been made 
available‖ (mental health professional, voluntary sector). 
―The infrastructure that each [HSC] Trust has been able to put around that 
recovery ethos that ImROC process has been entirely at  the [HSC] Trust‘s 
own cost … its sustainability and longevity needs to be supported by a more 
permanent funding strategy‖ (mental health commissioner). 
A number of respondents acknowledged there were different perspectives on what 
constituted a recovery approach and conceded further developmental work was 
required to ensure this orientation was firmly embedded in working practices:  
―There is a tension between what might be the service user view of what a 
recovery focused service would be and a lot of professionals‘ views … you 
don‘t change culture overnight‖ (mental health commissioner). 
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5.2.6 Contribution of Voluntary and Community Sectors  
A range of stakeholders recognised the contribution of the voluntary and community 
sectors to mental health provision and the key role they had played in progressing 
service developments, including therapeutic services:   
―Positive trend at the moment is the increase in availability of therapeutic type 
services that are community-based, delivered through the voluntary sector, and 
more accessible to people who are not necessarily in the care of a psychiatrist 
… accessed directly‖ (mental health professional, voluntary sector).  
Service users were generally positive about the value and quality of the service they 
received from voluntary sector organisations. For example, the majority of service 
users from one voluntary sector organisation felt their attendance at a day care 
facility was a crucial factor in supporting them in times of difficulty, maintaining 
good mental health, and preventing an escalation of symptoms. 
―the service has been the best that I have been able to access in 15 years 
because it is the one place where I am a person and am valued‖ (service 
user). 
―The staff are understanding. It is different to someone reading from a text 
book. They are not judging you, you know what I mean? They treat you like a 
human‖ (service user). 
A number of mental health professionals within the voluntary sector felt they were 
often in a more advantageous position to address individual needs through the 
implementation of innovative and creative approaches:  
―Various mental health charities throughout Northern Ireland are providing a 
creative and innovative approach to supporting individuals affected by mental 
ill health in promoting recovery and providing training to health care 
professionals and members of the community‖ (mental health professional, 
voluntary sector).   
Commissioning stakeholders also highlighted the positive contribution of voluntary 
and community sector organisations in addressing unmet needs and developing a 
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range of innovative services in the areas of, for example, supported living, day care, 
peripatetic, and domiciliary support.   
―I think the voluntary sector are ahead of us … their user-led services are much 
stronger … Voluntary organisations are very fleet of foot and can turn a very 
significant difficulty with a gap in services or maybe unmet need‖ (mental 
health commissioner). 
Service users provided very positive feedback about the work of the voluntary sector 
in promoting their recovery and often highlighted their experience of day care, which 
afforded much needed structure, security, and daily routine that helped them to 
manage inner anxiety. This form of support helped to give purpose and direction, 
take away from boredom, and assist in the recovery process. Structure helped to 
move one out of introspection and thus ameliorated depression. Security came from 
the realisation that the support offered was not time-limited, that one would not be 
cut off and returned to a bereft state of isolation, loneliness, and boredom. In this 
context, the value of an ‗open-ended service‘ cannot be overstated. The following 
statements are emblematic of this theme: 
―The main thing is that it is a safe haven for us‖ (service user). 
―It‘s a structure to your day, every day‖ (service user). 
Interestingly, service users indicated that the type of structure and routine could be 
informal and prosaic. Creative activities, such as painting, were uniformly 
welcomed. Referring to their experiences in supported living accommodation, one 
respondent indicated that: 
―We went to the towpath in summer, and it was really good. It just lifted the 
illness off me ... I mean the guy who is the key worker and the co-key worker, 
they take me out shopping and go for a chat and go for a coffee, which is 
really, really good‖ (service user). 
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5.2.7 Human Resources  
Mental health commissioners were unanimous that the knowledge, expertise, and 
commitment of professional staff were among the most important strengths and 
assets of the mental health system. The following comments were typical of the 
views expressed about the dedication and quality of professional staff:  
―I think we have got some fantastic staff who make a real difference … people 
who really care‖ (mental health commissioner). 
Many service users reported they had experienced timely and appropriate 
interventions and felt that the professionalism and dedication of professional staff 
were a positive feature of the mental health system in both the voluntary and 
statutory sectors. A number of service users commented very positively on the 
person-centred care they had received from hospital staff. For example, one service 
user was emphatically positive about their admission to an acute mental health ward: 
―They were very kind to me … I had a pretty bad breakdown. They 
were always there for me, you know … there were some guys in 
there that went the extra mile for you‖ (service user). 
In spite of reporting difficulties in accessing services at times due to ‗long waiting 
lists‘, most service users and carers who commented tended to agree that mental 
health professionals ―are of a very high calibre‖ and are ―caring and dedicated.‖ A 
number of service users particularly highlighted the quality of the support they were 
receiving from key workers. Typical comments included the following:  
―It is really from my key worker that has stemmed all the positive things about 
the mental health service‖ (service user). 
A number of service users attending day care services run by one voluntary sector 
organisation expressed their appreciation for the care and respect demonstrated by 
professional staff:  
―Instantly all staff members knew my name, staff are wonderful, always 
willing to listen‖ (service user). 
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5.3 Limitations and Challenges Facing Mental Health Services in 
Northern Ireland 
The different stakeholder groups identified a wide range of concerns about the 
mental health system in Northern Ireland, which were sometimes inter-linked, and 
collectively tended to outweigh the strengths presented in the previous section.  
5.3.1 Financial and Resource Constraints 
Mental health commissioners unanimously agreed that the most serious limitation 
and greatest challenge facing mental health services stemmed from the impact of 
continuing financial restraint. A number of commissioners reported their 
organisation was already under serious financial pressure as a result of having to 
make year-on-year efficiency savings and expressed pessimism about this situation 
changing for the better in the next few years. Indeed, not only were commissioners 
worried about securing the continuing financial investment necessary to deliver the 
Bamford Vision, but several also expressed serious concern about the danger of 
existing provision being cut back: 
―Worst-case scenario is that we go backwards instead of forwards … if mental 
health is forced to make more stringent savings then I cannot see how that 
could be done without significant reduction to existing service provision‖ 
(mental health commissioner) 
―This year in particular was very difficult for us and we went through a lot of 
pain curtailing spend. Indications are that we will have to continue to make 
savings. I have some very real operational pressures‖ (mental health 
commissioner). 
5.3.2 Fragmentation of Service Delivery and Communication 
Breakdown 
Respondents from all groups that participated in the evaluation expressed serious 
concerns about the fragmentation of mental health services in Northern Ireland and 
the detrimental impact of poor communication between the different parts of the 
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system on both service users and carers. Feedback from different stakeholders 
suggested increased fragmentation was connected with developments in the 
specialisation of community-based mental health provision and reductions in 
hospital beds, which had taken place since the Bamford Review. A large majority of 
mental health professionals commented on the increased fragmentation of the mental 
health system and the resulting impact on service delivery. The following comments 
were typical:  
―About five years ago, we used to have the CMHT that did all the referrals, 
they split up into different services, now you have the primary care liaison 
team, recovery team … Pathways/employment officers…DEL programmes … 
it‘s all been diluted‖ (mental health professional, voluntary sector).   
―Across the board, everywhere … people are saying that person doesn‘t fit our 
criteria … Balkanisation of services … doesn‘t feel part of whole‖ (mental 
health professional, statutory sector).  
Several commissioners acknowledged that increased specialisation within larger 
HSC Trusts had presented significant challenges for achieving consistency and a 
seamless approach to service delivery: 
―Services then become very separate from each other and very much in their 
silos … there are real challenges bringing those together within bigger [HSC] 
Trusts and even harder in the rural [HSC] Trusts‖ (mental health 
commissioner). 
Carers frequently mentioned that problems between interfaces and poor 
communication between different professionals, specialisms, and facilities had 
dominated their long experience of the mental health system. The interface between 
the hospital and community was a central concern in this regard, and rather than 
holistic, the system was viewed as quite compartmentalised. Carers felt they 
continually had to fight to receive the appropriate level of services and support for 
themselves and their loved ones. Carers‘ concerns and frustrations with the system, 
and poor communication are illustrated by the following comments: 
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―Well they keep them in hospital for far too long because there‘s nowhere for 
anyone … especially a young person … to go to … that‘s another thing, 
there‘s no communication between all the agencies … I threw everything up in 
the air and said, you know what to do? Just let him home and we will look 
after him‖ (carer). 
―There is no communication. The carer is completely left out. You are in the 
lurch … You know, you get these sort of template letters and that‘s it‖ (carer). 
Both mental health professionals and service users highlighted problems with 
continuity of professional support and with accessing appropriate follow-up after 
periods of hospitalisation:  
―Constant changing of appointments … and not seeing the same person‖ 
(mental health professional, voluntary sector).  
―There was very little follow-up and no other option provided. It took a long 
time before I could gain access to other services such as support groups and 
counselling‖ (service user). 
Mental health commissioners also commented on the challenges of accessing 
services. They recognised the danger of resources not being used effectively and 
service users and carers being left feeling their needs were not being met: 
―Different specialist teams … have created unnatural barriers for service users 
in navigating across the system – it may feel like nobody has really addressed 
their specific problems to their satisfaction‖ (mental health commissioner). 
Acknowledging that there were issues in ensuring a coherent approach to providing 
follow-up support after hospital discharge, one commissioner observed that 
difficulties in navigating through the mental health system were particularly 
problematic for those service users transitioning between one service and another.  
―Transitions for the service user from one team to another can become a little 
bit challenging – each team has set up their own service access criteria and 
sometimes, because of the demand on their service, that criteria can be used to 
exclude people rather than include them‖ (mental health commissioner). 
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A number of stakeholders highlighted that the lack of cohesion between different 
components of mental health provision was particularly problematic for service users 
making the transition from CAMHS to adult mental health services: 
―The transition between CAMHS and adults services is a big gap‖ (mental 
health professional, voluntary sector).  
Service users also highlighted frustrations with the lack of a holistic and personalised 
approach to mental health care and problems in accessing appropriate hospital care, 
follow-up, and specialist services:  
―Waiting lists take forever. My GP knows nothing about mental health so 
keeps referring me back to the psychiatrist, which takes weeks to months. I'm 
then discharged again and the whole cycle continues. I cannot access anyone 
except A&E in an emergency, unless it's 9 [a.m.] to 5 [p.m.] weekdays‖ 
(service user).  
―The system does not see a person holistically - you do not see the same 
psychiatrist when you are ill as when you are well, so they don't really know 
you‖ (service user).  
Several commissioners highlighted tensions in providing sufficient services and 
support to meet the needs of both service users and carers. It was acknowledged, for 
example, that together with the detrimental impact on service users, deficits in 
hospital and community care provision also impacted negatively on carers, 
particularly in situations where there were less opportunities for respite: 
―One of the biggest challenges is family perceptions – individuals with severe 
and enduring mental illness don‘t want to be in hospital, families often want 
them in hospital – that is a tension for us‖ (mental health commissioner). 
A large majority of mental health professionals also expressed concern that specialist 
services did not adequately address the needs of those service users with long-term 
mental health needs: The following comment was typical of the views expressed 
about limitations arising from the often short-term nature of some specialist services:   
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―All 'drop-in' type centres have been taken away and replaced with more 
structured, time-limited services. These are not suited for those with severe and 
enduring mental illnesses‖ (mental health professional, statutory sector).  
A number of commissioners identified that fragmentation was also evident at a more 
strategic level in Northern Ireland given the range of different bodies, including the 
DHSSPS, HSC Board, five HSC Trusts, the PHA, and the Department of Social 
Development involved in commissioning different components of mental health 
services. Together with each of these government bodies it was felt that funding 
from the Big Lottery and European sources amounted to a highly complex planning 
and commissioning process. For example, one commissioner characterised 
commissioning arrangements in Northern Ireland as follows:  
―A fractured arrangement of service delivery and commissioning for such a 
small population‖ (mental health commissioner). 
Another commissioner highlighted the potential adverse consequences of the 
system‘s fractured nature for the commissioning and planning process:  
―Sometimes the left hand does not know what the right hand is doing … it can 
lead to frustration and confusion from a [HSC] Trust perspective‖ (mental 
health commissioner). 
However, it was acknowledged that, more recently, the system of mental health 
commissioning had changed and the climate of financial restraint had encouraged a 
more ‗joined-up‘ approach:   
―Because of the financial situation – for the first time in my experience - we all 
sit around the table and say what are the actual priorities in adult mental 
health‖ (mental health commissioner). 
5.3.3 Limitations and Gaps in Community-Based Services  
Together with anxieties about the possibility of future cuts, the majority of 
respondents from the various stakeholder groups expressed concerns about a range 
of inadequacies in existing mental health community care services. In addition to 
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commenting broadly about the general adequacy of services, professionals and 
service users highlighted a number of specific deficiencies in provision. The 
following comments sum up succinctly service users‘ views on overall deficiencies 
in community-based services: 
―Current mental health services in Northern Ireland are stretched far too thinly 
for them to be able to provide the level of care that is required‖ (service user).  
―Long waiting lists … poor levels of communication between professionals … 
lack of facilities, and long term support‖ (service user). 
Mental health professionals in both the voluntary and statutory sectors frequently 
expressed concerns about the adequacy of community services. Some professionals 
in the statutory sector also voiced concerns about the poor physical state of facilities 
in which they worked: 
―Community mental health teams are stretched to the limit, too little staff and 
too many demands. Not enough voluntary resources are available, particularly 
for people with severe and enduring illnesses (mental health professional, 
voluntary sector). 
―The mental health services in some of the [HSC] Trusts are inadequate in 
many ways. For example, some of the therapy rooms are unfit for purpose as 
they are not soundproof, are cold etc.‖ (mental health professional, statutory 
sector). 
Mental health commissioners and professional staff identified a number of specific 
gaps in community mental health service provision. One of the most common gaps 
identified related to the need to further improve staff skills and resources in 
providing psychological services and therapeutic interventions in both community 
and hospital settings:  
―There is a significant shortfall in CBT [cognitive behavioural therapy] and 
specific psychological interventions‖ (mental health commissioner). 
―Profound lack of provision of psychological therapies for complex mental 
health needs and psychosis at all levels from inpatient, rehabilitation, 
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community, early intervention, and assertive outreach‖ (mental health 
professional, statutory sector). 
Different stakeholders highlighted a range of other specific gaps in provision for 
different groups of services users. Considerable concern was expressed about 
deficiencies in services for children and young adults: 
―When a 14-year-old won't open up or talk, there is nothing for them. They are 
completely abandoned and left to their own devices, even when parents are 
begging for help and concerned for their teenager‘s health and wellbeing‖ 
(service user). 
―There are gaps in services to support young peoples' transition to adult 
services – needs to be tailored community support‖ (mental health 
professional, voluntary sector).  
―Eating disorders service, talking therapy, and counselling‖ (service user). 
―Access to psychological therapies for older people - we know that population 
representative figures are very low for older people with the expected 
percentage of need being more than twice what we see in referral rates‖ 
(mental health professional, statutory sector). 
5.3.4 Limitations of Hospital-Based Provision 
It was evident from different stakeholder responses that inadequacies in community 
resources had significant implications for hospital-based services and pressures on 
both tended to exert a negative impact on mental health provision as a whole. Many 
mental health professionals felt there was still too much reliance on hospitalisation 
due to inadequacies in community care: 
―Too much reliance on meds. [medication] and hospitalisation and not enough 
care in the community, and not enough staff to ensure care in the community 
works well‖ (mental health professional, voluntary sector). 
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Several commissioners conceded that shortages and pressure to provide sufficient 
hospital beds in their area was directly related to deficits in community care 
provision.  
―We have still got some way to go in terms of strengthening community 
services to where they should be – therefore, we struggle with the bed 
situation‖ (mental health commissioner). 
―We still have people in beds who really could cope OK in the community if 
we had the right level of support for them‖ (mental health commissioner). 
As a corollary to this, some mental health professionals expressed concern about 
problems in obtaining hospital beds when these were needed, and pointed out the 
negative implications for service users and carers: 
―The threshold is too high for people to get a hospital bed when they need it‖ 
(mental health professional, voluntary sector).  
―There‘s a significant number of people out in the community who do not cope 
and who are at risk … admission is now seen as a negative thing and it‘s not 
for everybody… that respite isn‘t available anymore‖ (mental health 
professional, statutory sector). 
Service users, carers, and mental health professionals highlighted a range of 
problems with hospital inpatient services and the detrimental impact of inadequacies 
in community support following discharge after periods of admission. Some service 
users stated that the hospital setting had not been conducive to addressing their needs 
and there had been little in place to stimulate or aide their recovery: 
―There was little to do … the only occupational therapy consists of colouring 
in, painting by numbers like a three-year-old‖ (service user).  
Service users also highlighted inadequacies with the information they received about 
the mental health system, its resources, welfare benefits, and the impact of 
medication. Some service users mentioned having to trawl through the internet for 
information or find out factual information through other users or their carers. In 
particular, the effects of medication on the mind and body could be severe, and yet 
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service users were often ‗in the dark‘. Severe symptoms exacerbated heightened 
levels of fear and enforced notions of being fundamentally different to so called 
‗normal‘ others: a process accentuating stigma. One service user remarked: 
―And so at the very start, you know, before I was leaving hospital, I 
would have actually liked to have known, just with the … maybe it 
would have had more relevance to me sort of way as regards the 
injections‖ (service user). 
Many carers voiced concern about the lack of long-term support for service users, 
particularly following a period of hospitalisation. This is captured succinctly by one 
respondent who stated: 
―After a period of time people are released and have no backup support. They 
go back to square one again. Their strengths need to be identified and 
highlighted at an early stage to help them re-establish a footing in life again‖ 
(carer). 
5.3.5 Supported Housing Services, Day Care, and Vocational Services 
Whilst it was agreed the move away from hospital-based provision was a positive 
achievement, some mental health commissioners were critical of the quality of 
community housing available in specific locations where service users had been 
placed. In particular, it was felt there was still an over-reliance on shared 
accommodation, which impacted negatively on service users‘ quality of life: 
―Whilst shared environments are important for people with mental health 
issues it is not an ideal environment for recovery. I think there needs to be 
increased focus on the development of single unit accommodation‖ (mental 
health commissioner). 
Some mental health professionals and commissioners also expressed mixed views 
about the value of traditional forms of day care and felt there were still significant 
gaps in addressing the social and vocational needs of service users. 
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―We have a lot of money tied up in it for a very, very small number of people 
who are completely and utterly institutionalised and dependent upon it … The 
traditional day care centre is becoming a thing of the past‖ (mental health 
commissioner).  
―One size fits all approach … do not stimulate patients or offer therapeutic 
interventions‖ (mental health professional, statutory sector).  
In contrast, other commissioners felt there was value in maintaining traditional forms 
of day care and argued this type of provision was still appropriate, for example, in 
meeting the needs of service users who were less career minded: 
―Some people think day care needs to be very sophisticated … I don‘t … they 
are about an individual … being engaged in a service, the carers are getting 
relief‖ (mental health commissioner). 
Several commissioners commented on the valuable role played by the voluntary 
sector in providing day care in the community but identified that this was not always 
accessible: 
―When people are in recovery and need ongoing support, the voluntary sector, 
in some areas, has been excellent in providing day care support and supporting 
people in their recovery, but some areas enjoy better access to that than others‖ 
(mental health commissioner).  
5.3.6 Access to Mental Health Services in Rural Areas 
Feedback from all stakeholder groups indicated that inadequacies in mental health 
provision tended to be most acute in rural areas of Northern Ireland, particularly 
those areas that previously had less well developed mental health infrastructures: 
―In more rural areas … that infrastructure is not there … A lot of people on 
[the] road, time out there trying to see clients is a significant challenge – 
getting people from rural areas into suitable services is clearly a problem too‖ 
(mental health commissioner).  
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Professional staff also highlighted the particular difficulties faced by service users in 
accessing mental health services in rural areas: 
―It‘s the rural nature of our geographical catchment area … the public transport 
system is rubbish … if you are relying on public transport it‘s very difficult to 
get to appointments‖ (mental health professional, statutory sector). 
Inadequacies in community support services in rural areas and locations outside 
major urban concentrations were also acutely felt by carers. One carer described the 
impact of lack of services and lack of information about the availability of support as 
follows: 
―My brother has been to see the doctor regarding his condition twice. He has 
not been told of any support groups. It does not help that the hospital is in ‗X‘ 
and he lives in another town where there is nothing to help people. I haven‘t 
heard of any support groups for families and have no idea where me and my 
family could turn to‖ (carer).  
5.3.7 Dominance of Medical Model 
Alongside the lack of a holistic approach to service provision, carers, service users 
and mental health professionals highlighted the limitations of a mental health system 
they felt, in some areas, was still dominated by a medical model approach to 
providing care. For example, one service user expressed the following view: 
―Doctors are happy to keep writing prescriptions without review of the patient 
or their needs. I've been on Prozac for three years and my doctor hasn't once 
challenged if I still need them. There needs to be more use of talking and 
alternative therapies‖ (service user). 
Together with concerns about over-reliance on medication some service users also 
expressed unhappiness about not being treated with respect: 
―Medication is too readily handed out‖ (service user). 
―They need to see us as human beings first ... not a label‖ (service 
user). 
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Mental health professionals in both the statutory and voluntary sector echoed the 
view that the mental health system in Northern Ireland was limited by still being 
influenced by a predominantly medical approach to treatment: 
―Still overly based on medical interventions and biomedical model. 
Intervention tends to be reactionary as opposed to preventative‖ (mental health 
professional, statutory sector).   
―People being handed repeat prescription after repeat prescription with no 
check up to see if the meds. [medications] are doing the right thing‖ (mental 
health professional, voluntary sector).  
Generally, most commissioners felt that mental health services had become more 
diverse with the development of community care and the growth in the provision of 
psychological therapies. However, one commissioner observed that although much 
progress had been achieved in developing a recovery orientation, the medical model 
was still the dominant approach in some areas: 
―In some teams it is very much a medical model [that] dominates. Other 
professional groups who try to work in different perspectives … are sometimes 
ignored‖ (mental health commissioner).  
The same respondent also commented that there was a need for mental health 
services to develop beyond a narrow focus on traditional approaches to treatment: 
―For those people who have a high range of social needs - I don‘t think their 
needs are met to the same extent … that whole social side of life we forget … 
we are still very treatment focused‖ (mental health commissioner). 
5.3.8 Stigma 
A range of stakeholder groups highlighted the problem of stigma surrounding mental 
illness in Northern Ireland. Carers voiced frequent concerns about stigma. It was 
mooted that not only did the family member suffering from mental illness feel the 
stigma from their diagnostic label, but so too did the carer. Carers expressed a sense 
of feeling isolated within their social and community milieus, in having to carrying 
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an enormous weight, and one that remained throughout the life-course despite the 
aging demographic in carer profiles. 
The salience of stigma was captured evocatively by one respondent: 
―It is as if you‘ve got leprosy, you know. Leprosy, like a stigma‖ (carer). 
Another intimated: 
―Because of the stigma of mental health, carers have… well personally I feel I 
have sort of succumbed to the stigma and you have this feeling that you keep 
your head down and you don‘t talk to people because your family members are 
mentally ill‖ (carer). 
Mental health professionals frequently referred to the continuing prevalence of 
stigma, including the view that stigma was reinforced by the media: 
―Stigma is still fed a lot by media … our culture and society is based a lot on 
guilt … the ignorance that‘s around, it is undoubtedly there‖ (mental health 
professional, voluntary sector). 
―Stigma is terrible, even in hospitals, [someone who had self-harmed] told 
wasting time and resources‖ (mental health professional, voluntary sector). 
Whilst both mental health commissioners and professional staff expressed the view 
that attitudes towards mental health had changed for the better, it was felt Northern 
Ireland lagged behind other countries in addressing this problem, and there was still 
a long way to go in reducing the impact of stigma: 
―I think it is better than what it was but there is still a big stigma attached to it 
– other forms of disability are more acceptable‖ (mental health commissioner).  
―We‘re badly behind other countries … the stigma of mental health affects 
everything‖ (mental health professional, voluntary sector).  
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5.3.9 Impact on Staff Morale and Stress Levels  
The findings provided evidence that lack of funding and resources for mental health 
services had impacted negatively on the morale of professional staff and managers. 
Feedback from respondents painted a picture of overloaded and often stressed 
professionals in the statutory sector struggling to cope with larger caseloads and 
increased demand for mental health services. The following comments are typical of 
the views expressed by staff: 
―Given the fact you have a captive audience of people who want to work here 
something is getting lost in translation … people who should be highly skilled, 
motivated people get a bit ground down by the system‖ (mental health 
professional, statutory sector). 
―Community mental health teams are stretched to the limit, too little staff and 
too many demands‖ (mental health professional, statutory sector). 
Feedback from respondents indicated that such pressures were resulting in low 
morale and impacting negatively on the health of professional staff: 
―The sickness is so noticeable … social worker with 70 on their caseload‖ 
(mental health professional, voluntary sector). 
―Social workers and community psychiatric nurses are on their heads trying to 
manage their caseloads … awful lot of them are out sick‖ (mental health 
professional, statutory sector). 
5.3.10 Concerns About Leadership and the Strategic Challenges Facing 
Mental Health  
Notwithstanding the progress that had been achieved since the Bamford Review, a 
range of stakeholders expressed concern about both the scale of the strategic 
challenges now facing the further development of mental health services, and what 
they perceived as a gap in leadership. The view that, post-Bamford, mental health 
services in Northern Ireland were facing unprecedented challenges was reflected in 
the following comment:  
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―Bamford warmed up the whole system to change … highlighted the need for 
new investment and created a momentum for change that has been 
significantly realised. Probably we are moving into the post-Bamford era and 
there are tremendous challenges for us in that‖ (mental health commissioner). 
A number of respondents expressed the view that there was not the same drive for 
service improvement post-Bamford and that lack of leadership in mental health 
extended beyond those responsible for managing and commissioning services: 
―There is a lack of leadership from politicians and funders, and therefore there 
appears to be no definitive healthcare provision for people experiencing mental 
ill health. There are too many short-term programmes for an illness that 
requires lifetime management‖ (mental health professional, voluntary sector).  
In expressing concerns about future funding, different stakeholders suggested that 
one of most significant strategic challenges facing mental health was lack of parity 
with physical (acute hospital) health care. Indeed, the comparison between mental 
and physical ill health was a recurring theme in the feedback obtained from different 
stakeholder groups: 
―But how can they treat mental health on an equal basis with other disabilities, 
when you get the cancer unit in the X hospital sitting on the front of the road, 
and the mental health place somewhere in the darkness‖ (carer). 
―My daughter thought because she had a mental illness, that she was getting 
treated different from other people … and I personally do think that once 
you‘ve got a mental illness you are treated differently from other people‖ 
(carer). 
Mental health professional staff and commissioners also expressed a perception that 
mental health services were more vulnerable to financial cuts than the physical 
health sector. Given that services had historically experienced underinvestment in 
comparison to other sectors, such as acute hospital care, it was felt further cuts would 
have a disproportionate impact on the mental health sector. 
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―There are enormous issues around the separation of physical health and 
mental health … advocates for mental health don‘t seem to do well…it‘s not 
given priority‖ (mental health professional, voluntary sector).  
―On one hand we are seeing money come into mental health by the same token 
we are taking it out the back door‖ (mental health commissioner). 
There was also a consensus among commissioners that continuing financial restraint 
could lead to tensions between the statutory and voluntary sectors as a result of 
increased competition for scarce resources: 
―The challenge within that relationship now is the whole pressure on the 
financial purse – there is very little left to trim – we are being forced to look at 
services we contract with and that will have an impact on relationships‖ 
(mental health commissioner). 
5.4 Northern Ireland Context – Troubles-Related Issues in the 
Provision of Mental Health Services 
Respondents were asked to comment on any issues arising from the Northern Ireland 
context, including the legacy of the Troubles, which they felt were particularly 
relevant to mental health services provision. Whilst some respondents had little to 
say on this theme, those who expressed views felt that the Troubles had made a 
significant impact on both community and individual mental health.  
5.4.1 Impact of the Troubles on Mental Health 
A small number of respondents identified some positive features of the Northern 
Ireland context, which were helpful for promoting good mental health, and that were 
not enjoyed by other regions in the United Kingdom or further afield: 
―Communities work reasonably well … people have resettled well and our 
readmission rates are generally good … a sense of community and belonging 
… it‘s not like New York or London‖ (mental health professional, statutory 
sector).  
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However, the majority of stakeholders who commented expressed negative views 
about the Northern Ireland context and specifically the impact and implications of 
the Troubles on the mental health of the population. For example, one respondent 
commented as follows: 
―Because to me the Troubles, they are at the heart of an awful lot of it … the 
Troubles mean that there is so much mental illness here, so much stress and so 
much depression in so many areas‖ (carer). 
It was acknowledged by another carer that the impact of the Troubles had 
been variable across Northern Ireland: 
―I don‘t know how anybody else feels, but many people have a 
negative perception of North Belfast … a lot of incidents happened 
there during the Troubles and people are left with a nervous feeling 
about it‖ (carer). 
A number of respondents observed that the Troubles had affected the resilience of 
the population of Northern Ireland creating higher levels of dependency and leading 
to changes in mental health needs: 
―The profile of clients has changed dramatically [more alcohol/drug issues and 
ASD]‖ (mental health professional, voluntary sector) 
―I think there is a resistance to rely on self-help … and a big reliance on 
prescription drugs … that is one of the big legacies of the Troubles‖ (mental 
health professional, voluntary sector).  
5.4.2 Transgenerational Trauma 
Both mental health commissioners and professionals expressed the view that the 
legacy of the Troubles was transgenerational and long-term in its impact and would 
continue to have an adverse effect on the population‘s mental health: 
―I think there is very significant evidence of transgenerational trauma … A lot 
of folks get their symptoms managed rather than issues dealt with‖ (mental 
health commissioner).  
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―The trauma and the problems that have been caused … people here are going 
to take generations to get over it‖ (mental health professional, voluntary 
sector). 
Many service users referred to personal stories of how the Troubles had affected 
them or close family members and highlighted a number of issues related to this 
theme, including the lack of specific services to meet needs; the impact of fear; and 
the widespread incidence of trauma. One respondent talked of how large numbers 
within his neighbourhood had to take Valium as a result of the Troubles. Mothers 
worried about their grown up sons: would they return home after a night out? 
Sleepless nights were ubiquitous for parents. These issues were reflected in the 
following statements: 
―There‘s a whole generation that has been damaged‖ (service user). 
―People who see Troubles-related trauma, for example, people who 
are in hospitals, never receive counselling‖ (service user). 
A number of stakeholders felt that not enough was being done to support those who 
had experienced mental health problems as a result of the Troubles:  
―More should be done to help victims of the troubles. As a sufferer of PTSD it 
was private treatment that helped me not NHS‖ (service user).  
―More emphasis has been put on perpetrators rather than victims … at the 
moment, I feel like a criminal. I don‘t speak of my experience … there‘s 
nothing out there for us‖ (service user). 
Mental health professionals and commissioners agreed that the legacy of the 
Troubles was continuing to have a significant detrimental impact on the population 
of Northern Ireland, and that professional services were struggling to address 
Troubles-related mental health needs. In this context, several commissioners also 
highlighted the issue of suicide prevention and expressed concern about why, in spite 
of this being a top priority, suicide rates continued to be high in certain areas: 
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―Acknowledge that we are in a post-conflict situation and address the mental 
health issues that that brings with it ... We are in no way addressing this issue 
on the scale it requires‖ (mental health professional, voluntary sector).  
―We have a very robust suicide prevention strategy … but it is not having any 
immediate impact on the suicide rate … Very few people are already known to 
mental health‖ (mental health commissioner).  
It was also acknowledged by commissioners that agencies needed to get better at 
both recognising and addressing needs arising from transgenerational trauma. A 
number of commissioners identified that statutory mental health services had 
particular difficulty in addressing the mental health needs of ex-prisoners who had 
been combatants during the Troubles. Commissioners noted that ex-prisoners were 
generally reluctant to engage with statutory mental health services:  
―They are definitely a hidden problem within our demographic, they would 
contend they have very significant mental health problems but … because of 
confidentiality control … people are therefore inclined not to engage with 
services‖ (mental health commissioner).  
Whilst acknowledging the continuing adverse effects of the Troubles on the mental 
health of the population of Northern Ireland, several commissioners also highlighted 
the impact of the current recession and how it had compounded a legacy of high 
levels of social deprivation, poverty, and unemployment: 
―One of the things contributing to demand on services is the unemployment 
and economic factors, that people are struggling with significant debt and all 
the issues around that … impacting on their mental and psychological 
wellbeing‖ (mental health commissioner). 
93 
 
5.5 Priorities for Further Developing Mental Health Services 
Respondents were asked to identify areas of provision in mental health requiring 
further development. Different stakeholder groups made a wide range of 
recommendations for improvement. In some cases respondents simply referenced as 
corollaries their responses to earlier questions about limitations and gaps in mental 
health services. In other cases respondents took the opportunity to further articulate 
and reinforce what they considered key priorities or development as outlined under 
the following thematic headings.  
5.5.1 Securing Sufficient Funding and Resources 
There was a strong consensus among different stakeholder groups that securing 
adequate funding for mental health and ensuring provision was protected from 
financial cutbacks was an essential prerequisite for further developing services. The 
view that mental health had suffered from a legacy of underfunding and should not 
now have to experience the same level of savings/cuts as other areas of health and 
social care was summed up by one mental health commissioner as follows:  
―We should be exempt from savings because we are really only now coming 
up to the level of investment we should have had years ago‖ (mental health 
commissioner). 
Many service users and mental health professionals also underlined the need for 
adequate funding to improve services and the importance of mental health provision 
being needs led rather than service led: 
―Funding. It‘s easy to see as someone who was using services for people with 
mental health issues where the speed and care provided could be improved 
dramatically with a little bit more funding‖ (service user). 
―Developing services to suit the needs of clients rather to suit budgets … direct 
more resources to community-based teams and facilities … maintain staff 
levels and develop their skills and training‖ (mental health professional, 
statutory sector).  
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In this context one mental health commissioner highlighted the negative 
consequences for services if adequate future funding was not secured:  
―As I look forward in the years to come I see very little opportunities without 
some really radical stuff … maybe contracting out things and moving things 
that are more expensively done in the statutory sector … or stopping doing 
some things completely‖ (mental health commissioner).  
One service user highlighted their concerns about the often precarious and short-term 
nature of voluntary sector funding and the personal implications for them of having 
to cope with the uncertainty this engendered:  
―There is too much reliance upon charitable organisations without guarantee of 
continuing funding. If such support systems fail, where do I go? I feel suicidal 
thinking about it‖ (service user). 
5.5.2 Leadership 
The need to improve leadership of mental health services in Northern Ireland was 
highlighted as a key priority by a range of stakeholders. Respondents felt it was 
essential to fill the perceived gap that had emerged post-Bamford in order to provide 
direction and create renewed momentum for mental health service improvement.  
―I think we went through a 10- to 12-year golden age for mental health 
services … in terms of investment in terms of profile etc. I think the risk is that 
is going to dissipate … the Bamford light having dimmed and without the 
same focus and leadership mission and urgency‖ (mental health 
commissioner).  
A number of mental health professionals also expressed concern that the momentum 
for change had diminished post-Bamford and that improved leadership at all levels 
was a prerequisite for maintaining and further developing mental health services: 
―I feel strongly that there is a clear lack of good leadership and decision 
making at Stormont level, within the [HSC] Trust I work in, the lack of 
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guidance and sense of uncertainty is demoralizing‖ (mental health 
professional, statutory sector). 
The lack of someone who would champion mental health in Northern Ireland and 
provide the direction, commitment, and drive essential for the ongoing development 
of services was also highlighted:  
―Still no huge champion of the [mental health] cause within Northern Ireland‖ 
(mental health professional, voluntary sector). 
5.5.3 Better Integration, Access, and Improved Communication  
There was a consensus among stakeholders that better continuity and integration 
between services, and improving access to provision for service users and carers 
were key developmental priorities: 
―Continuity is an enormous thing … recovery to home treatment to acute to 
intensive care … people transferred from one to another … seeing the same 
person is so important … a bit of continuity makes a big difference‖ (mental 
health professional, statutory sector). 
―There are difficulties in accessing services – we try and bring whatever 
services we have closer to people‘s homes – but there needs to be more of that‖ 
(mental health commissioner). 
Many service users also highlighted the need to improve access, address 
fragmentation between services, and enhance communication with professionals:  
―Ensuring hospital beds are available when needed … better 
communication with, and respect for patients … having the proper 
diagnosis and continuation of care‖ (service user). 
The importance of achieving better access and a more joined-up approach to service 
delivery for promoting service user recovery was echoed by professional staff. For 
example, one responded highlighted the need for: 
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―Linking all services from hospital bed right through to recovery and 
supporting the client in their individual journey‖ (mental health professional, 
voluntary sector).  
5.5.4 Early Intervention and Improving Mental Health Education  
In addition to integrated services, respondents suggested there needed to be a large 
scale review of the mental health system aimed at further developing early 
intervention services and ensuring these were made more accessible. Respondents 
expressed the view that more timely responses in addressing mental health needs 
were an essential prerequisite for preventing relapse, alleviating stress, and 
mitigating risks. Carers, for example, highlighted the need to avoid the additional 
stress that resulted from poor response times: 
―A more instantaneous response rather than getting an appointment six months 
down the line. You know, people are ill and they are sitting in the house ill‖ 
(carer). 
Service users also made the point that increased investment in early intervention and 
better publicity about what provision was available would help to improve the 
efficiency and effectiveness of service delivery for both individuals and families 
affected by mental health problems:  
―Start with the younger generation and problems might not be as bad in the 
future‖ (service user). 
―Making the services available more widely known. I wasn't aware of any 
options available in general until I was at my lowest. If I had known earlier I 
could have handled a lot of my issues much better‖ (service user).  
Mental health commissioners also highlighted the importance of securing greater 
investment in preventative strategies for young service users who had experienced 
psychosis:  
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―Early intervention … first episode psychosis … because we know if we can 
very effectively manage somebody in that first episode then they are less likely 
to develop a mental health career‖ (mental health commissioner). 
“A lot more needs to be done in terms of getting access to psychological 
therapy much earlier in someone‘s illness and certainly as close as possible to 
a diagnosis or identification of a problem‖ (mental health commissioner).  
Alongside early intervention, all stakeholders identified improving mental health 
education and mental health promotion as developmental priorities. Connecting with 
the theme of early intervention, one carer, for example, succinctly highlighted the 
importance of improving mental health education in schools and colleges: 
―Education of young people in schools and colleges of awareness to mind 
mental health, in order to avoid long-term engagement with psychiatric 
services‖ (carer). 
Service users and mental health professionals also expressed the view that the media 
and employing organisations in Northern Ireland could do more to raise general 
awareness about the importance of mental health and provide support to employees 
who had experienced mental health problems: 
―Educate the public via the media etc. on what mental illness is and isn't‖ 
(service user).    
―Raising awareness of mental ill health across all organisations. Education of 
employers to support staff with mental health illness‖ (mental health 
professional, voluntary sector). 
5.5.5 ‘Normalising’ Mental Illness, Reducing Stigma  
There was a general consensus among respondents that mental health provision was 
still ‗out on a limb‘ with even the spatial location of services within hospitals and 
health centres in some areas suggesting that mental health was a ‗back stage‘ 
resource: something to be hidden from ‗normal‘ view. To combat the societal stigma 
still attached to mental illness, a range of respondents felt it had to be brought into 
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the foreground along with other types of acute and community services as opposed to 
being a ‗Cinderella‘ service. Many service users highlighted the need for mental 
health services to be fully integrated within the mainstream health system for both 
practical but also symbolic reasons: 
―There needs to be an integrated mental health team along with GPs‖ (service 
user). 
―We have to move into general medicine to get rid of stigma‖ 
(service user). 
A majority of stakeholders ranked the need to address stigma high among the key 
priorities for improving mental health services: raising awareness and improving 
understanding of mental illness was considered essential to alleviate the social 
isolation and discrimination experienced by service users and carers and ensure they 
received the services they needed. Many mental health professionals, for example, 
expressed the view that the stigma surrounding mental illness could be alleviated by 
better health promotion and by treating it in the same way as physical illness: 
―Public health agenda, prevention and getting into schools, positive mental 
health as a core value … getting rid of stigma‖ (mental health professional, 
statutory sector). 
―More awareness campaigns to allow people to talk freely about their mental 
health and challenge stigma‖ (mental health professional, voluntary sector). 
Furthermore, as part of the process of reducing stigma and normalising mental 
illness, it was also considered essential for mental health to be accorded the same 
priority as services provided for physical illness:  
―Mental health services have to be given greater priority than they currently 
receive. There is still a strong feeling that physical ailments are seen as more 
important or more worthy of attention‖ (service user). 
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5.5.6 Promoting a Recovery Ethos and Further Developing Service User 
Involvement 
Both mental health professionals and commissioners acknowledged that further 
developmental work was required to ensure a recovery approach was firmly 
embedded in working practices with service users: 
―Increase recovery model to aid individuals in Northern Ireland with chronic 
mental ill health‖ (mental health professional, statutory sector).  
A number of respondents connected the promotion of recovery with the need to 
reduce the prevalence of a medical model approach and improve ‗talking therapies‘ 
as reflected in the following comments:  
―A bigger push for talking therapies (where appropriate) for treatment 
compared with a reliance on medication - achieve a better balance to promote 
recovery‖ (mental health professional, voluntary sector).  
―Service user appointments focus almost exclusively on medication 
management … I have never understood why pressure was not 
applied by government and the health board to encourage medical 
model psychiatrists to do therapy‖ (service user) 
However, it was acknowledged that there were different perspectives on what 
constituted a recovery approach:  
―There is a tension between what might be the service user view of what a 
recovery focused service would be and a lot of professionals‘ views … you 
don‘t change culture overnight‖ (mental health commissioner). 
In this context it was suggested that involving service users more meaningfully in 
service development and delivery was key to changing mental health practice 
cultures.  
―Service users are the best placed to actually know what the services should be 
like and how the small changes could make a real difference, but unless they 
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are involved in a way that is meaningful, it doesn‘t work‖ (mental health 
professional, voluntary sector). 
Commissioners were also unanimous in highlighting the need to further develop 
service user involvement. 
―You only change culture over time … by changing practice, and that means 
having more service users actively involved in the delivery of services‖ 
(mental health commissioner). 
5.5.7 Better Inclusion of Carers 
Carers strongly expressed the view that there was a need to involve them to a much 
greater extent in mental health service provision. For example, carers described their 
experiences of accompanying their relative to appointments and not being asked 
their view about progress or having their concerns acknowledged. Carers argued that 
professionals needed to involve them more in order to understand the important 
insights they had about their relative, which the relative might be reluctant to 
convey.  
―The carer is the primary source and they don‘t seem to go to the primary 
source. They ask the person who in mentally unwell‖ (carer). 
For carers, inclusion meant having empathy with their daily struggle, the 
professional putting themselves in the carer‘s shoes, taking on their perspective, and 
viewing them as a partner in the helping process. Achieving this would mean tuning-
in to particular concerns that worried carers, including threatened cuts to benefits and 
fear for the future, and who might look after their relative. A number of mental 
health professionals acknowledged carers‘ concerns in this context and agreed there 
was a need for better partnership working for all those involved in service provision: 
―More of a partnership between the user, the carer, and professionals … Co-
ordinated approaches that can be seen on the ground‖ (mental health 
professional, voluntary sector). 
101 
 
5.5.8 Better Partnership Working Between the Statutory and Voluntary 
Sectors 
Mental health commissioners identified the need to further improve partnership 
working with the voluntary sector and expressed the view that there was also scope 
for voluntary organisations to provide a greater range of services. For example, as 
one respondent commented:  
―There is a very significant role for lots of other organisations … to be 
providing services at step two and sometimes sub-contracted at step three‖ 
(mental health commissioner).  
Professional staff from the voluntary sector echoed this perspective and pointed out 
that greater involvement from the voluntary sector could help to promote community 
care and reduce over-reliance on statutory services:  
―Less emphasis on being kept in the system of the statutory services and more 
referrals to services in the community that can help people remain at home, 
support their recovery and independence and help them to be less reliant on 
mainstream mental health services‖(mental health professional, voluntary 
sector). 
However, many respondents working in the voluntary sector alluded to the lack of 
cohesion between services and between sectors, as well as gaps and geographical 
variations in service provision: 
―Geographical gaps; not enough services to support long-term mental health 
issues in the community; not enough outreach services‖ (mental health 
professional, voluntary sector). 
―Gaps in provision between Health Trusts and community and voluntary 
sector. There needs to be a link between statutory and voluntary sectors‖ 
(mental health professional, voluntary sector). 
Whilst identifying the scope for improved collaboration between the statutory and 
voluntary sectors, mental health commissioners felt there was also a need for better 
collaboration between different voluntary sector providers: 
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―There is probably too many of them – I think there is a very significant 
amount of competition and a dearth of collaboration‖ (mental health 
commissioner).   
Some commissioners observed that, more recently, collaboration between voluntary 
sector organisations had significantly improved. However, they argued that further 
progress was essential given the current climate of financial restraint:  
―There is evidence around now … of voluntary sector providers coming 
together to provide a service across the region - I think the 
community/voluntary sector, in order to survive, will have to increasingly 
think like that‖ (mental health commissioner). 
5.5.9 Need for Less Risk Averse Approaches and Improving Quality 
Assurance Systems  
There was agreement among different stakeholders on the need to move away from 
what was perceived to be a risk averse and blame culture in mental health provision.  
In making the case for change, stakeholders expressed the view that a risk averse 
approach had tended to restrict professional practice and limit service user choice:  
―We can be challenged about being risk averse in terms of how we do things 
but that is in the context of a system that is risk averse. People are cautious in 
how they do things because … if something goes wrong, there is more of a 
blame culture, we see it in the media, we see in the MLAs [Member of 
Legislative Assembly]‖ (mental health commissioner). 
―More choice and allowing for reasonable positive risk taking‖ (mental health 
professional, voluntary sector).  
Mental health commissioners acknowledged that there had been movement on this 
issue recently and that service users had been instrumental in creating an impetus for 
change: 
―I think, at the minute, there is an explicit (both within the Department, Board, 
and Trusts) avowal of being in a position to take more risks safely managed, 
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safely understood but risks nonetheless compared with 10 years ago … 
Reflects a strong view of service users‖ (mental health commissioner) 
Whilst it was felt the introduction of new policy guidance would help to promote 
change in this area, some respondents were still concerned that service user record 
and information systems still reflected a degree of paternalism among professionals.  
―The introduction of the Regional Care Pathway will drive us in that direction 
… therefore measuring the process becomes less important than measuring the 
outcome‖ (mental health commissioner).  
―There is a certain amount of paternalism around … we should be moving 
towards people having more access to their notes … the issue in Northern 
Ireland around confidentiality is that‘s it‘s impossible‖ (mental health 
professional, statutory sector) 
However, a number of commissioners expressed dissatisfaction with existing 
outcome measures in mental health and felt these needed to be further developed as 
they did not adequately capture the quality of service delivery in a meaningful way: 
―Targets in mental health are very limited – they are better on the acute side 
because  it is easier to get matrices – one of the challenges for us is finding 
better outcome measures‖ (mental health commissioner).  
Acknowledging the inadequacy of existing methods of measuring outcomes, mental 
health professionals suggested possible ways of improving current systems:  
―To have customer surveys done anonymously for all clients yearly, to give 
feedback to their treating professional‖ (mental health professional, statutory 
sector). 
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6 Conclusion 
This report presents comprehensive information about the current state of mental 
health service provision in Northern Ireland from the perspectives of service users, 
carers, professionals in the statutory and voluntary sectors, and those involved in 
commissioning services. The study identifies that mental health services in Northern 
Ireland have many strengths. Significant progress has been made in moving away 
from long-stay care in hospitals towards a service that is based primarily on care in 
the community. In essence, much has been achieved in realising the Bamford Vision 
for improving mental health provision, including progress in promoting a recovery 
ethos and developing service user involvement in the planning and delivery of 
services. The findings indicate that the dedication and commitment of professional 
staff in both the statutory and voluntary sectors are a very positive feature of mental 
health services in Northern Ireland. It is also clear that the voluntary and community 
sectors, working in conjunction with statutory services, make a significant 
contribution to meeting mental health needs and are often involved in progressing 
innovative service developments. 
However, the study also highlighted a number of significant gaps and limitations, 
including problems arising from the fragmentation of services that have created 
difficulty for both service users and carers to access appropriate services to meet 
their needs. Respondents from all of the groups surveyed expressed serious concerns 
about the detrimental impact of continuing efficiency savings in mental health and 
their negative impact on service development. Stakeholders also expressed their 
fears that not only would much needed developments, such as improvements to 
therapeutic services, respite care and early intervention services not be realised, but 
also that the progress already achieved would be lost through further cutbacks. 
Together with highlighting the need for additional funding to put mental health care 
on a par with physical health care, respondents identified that a vacuum in leadership 
had developed post-Bamford, and there had been a loss of focus, drive, and ambition 
for service improvement. Given the current climate of financial restraint and the 
scale of strategic challenges facing mental health, it was felt that new leadership 
would be crucial in sustaining the progress that had already been made in realising 
the Bamford Vision and achieving much needed, further improvements to services.  
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Promoting good mental health and wellbeing in Northern Ireland is vital for both 
individuals and families if our society is to grow and prosper. Given the many 
competing demands for resources in health and social care, developing mental health 
services presents complex challenges. This study does not claim to provide a 
blueprint with all the answers. Nevertheless, the study clearly identifies opportunities 
for service development that will benefit all involved, and signposts directions for 
further improvement that policy makers and agencies may find helpful in enabling 
them to plan and deliver effective services in future.  
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